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Guest Editorial 


The Significance of History in a Period of Emergency 


HE nation-wide survey conducted recently by the New York Times revealed that 

82 per cent of the institutions of higher learning in the United States do not 
require the study of American history for the undergraduate degree. Many students 
go through high school, college, and then to a professional or graduate institution 
without having ever studied systematically the history of their own country. This 
is a surprising result and it shows that the value of historical studies is not fully 
appreciated. There are people who believe that history is a luxury which a country 
cannot afford, particularly in a period of emergency. Inter arma silent Musae, and 
Clio was one of them. 


Such a view is not only wrong but is dangerous. Far from being a luxury, history, 
that is the views we hold of our past, is one of the most powerful driving forces of 
life. The men who are now fighting for the United States in foreign lands recall 
not only their families and home towns but also George Washington, Abraham Lin- 
coln, the traditions of their country and all they stand for. 


This will become clearer if I may briefly analyze the procedure of the student ot 
history. The historian is a specialist trained in the methods of historical research. 
He begins his work by investigating historical records, his sources. He must be able 
to read, to interpret, and to evaluate them critically. Like the scientist, he often ap- 
proaches a problem with a working hypothesis but is ready to give it up if his findings 
lead him into another direction. 

On the basis of his analysis of sources, the historian then reconstructs, recreates 
so to say, a period of the past in writing history. This undoubtedly is an artistic 
process. The French writer Emile Zola once defined art as la nature vue par un 
tempérament, nature seen through the medium of a human mind. In the same way 
we could define history as the past seen through the medium of a human mind, the 
mind of a man who has submitted to the iron discipline imposed upon him by the 
methods of historical research. The scientist is often inclined to underestimate the 
accuracy of the historian’s researches because they lack the mathematical element. He 
forgets that the personal element plays an important part in scientific research also. 
It is the scientist, an individual human being, who selects his problem. If he engages 
in experiments, it is he who asks nature questions and interprets the results. 

We often hear that history never repeats itself and that it is therefore impossible 
to learn from history.. While historical events are never identical to be sure, yet 
there can be no doubt that history follows certain patterns. At all times similar 
causes have produced similar events. How closely history follows established patterns 
is particularly apparent in warfare where geography is a determining factor. Ger- 
many invaded France three times in recent years, following the classical plans of 
Clausevitz and von Schlieffen. Russia is fighting the invading armies today with 
very much the same tactics as Kutusov applied so successfully against Napoleon. 
We can learn a great deal from history, and as a matter of fact some nations have 
learned a great deal. We are paying a very high price for not having learned more. 
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If we had studied the history of Germany and Japan carefully, we would not have 
been surprised by them. 

Studies in history and the humanities are like studies in pure science. They have 
no practical purpose at the moment, but may be needed all of a sudden. A great 
nation never knows when it will need expert information on conditions of a foreign 
country, and if the information is to be accurate it must be based on scholarly research. 
Without historical knowledge we can act instinctively, emotionally, or opportunistically, 
but never intelligently. Every situation in which we find ourselves is the result of 
historical developments and trends of which we are usually not aware. But if we 
are aware of them, if historical analysis can make them conscious, then we un- 
doubtedly can act more intelligently. And this is particularly needed in a period 
of emergency. 


* a * 


When we now look at medicine we soon find that in the medical field there is a 
permanent emergency. The war against disease knows of no armistice. It is being 
fought relentlessly against an ever aggressive enemy. What we said about general 
historical studies applies to those in medical history also. Medical history is both 
history and medicine. It is an historical discipline like the history of art, of litera- 
ture, or of philosophy, and contributes towards giving us a deeper understanding of 
the development of human civilization. Our knowledge of the Middle Ages would 
be very incomplete without a study of the great epidemics that devastated the popu- 
lation at that time. We would have a wrong picture of the Renaissance if we disre- 
garded the revival of learning that took place in science and medicine. And we can- 
not study the Industrial Revolution without studying at the same time the effect 
it had upon the health conditions of the people. 


Medical history, however, is medicine also. It is part of the theory of medicine 
and contributes to providing us with a clearer view of the situation in which we 
find ourselves today. We can cure a syphilitic patient without any historical knowl- 
edge, but when it comes to outlining an anti-syphilis campaign we suddenly discover 
that a great many factors enter the scene which are not scientific but social, economic, 
religious, or philosophical. They are the results of historical developments and trends, 
and may well determine success or failure of our efforts. 


The more scientific knowledge the physician has, the better prepared he is to 
combat disease; but knowledge alone is not sufficient. It has.to be applied to be- 
come effective. And whether society is willing and able to accept the physician’s 
advice depends on a great variety of factors. It seems to me that in this field medical 
history can make an important contribution and can help in planning for the future. 
This presupposes, however, that our historical views be correct, the result of serious 
historical research. ‘True history is always fertile, as Benedetto Croce once said, 
while untrue history written frivolously is destructive. If we build a sentimental, 
romantic, legendary history of our past, as professions are sometimes inclined to do, 
our conclusions cannot be correct. If we wrongly assume that physician and patient, 
individually and in their relationship, were always the same, we will conclude that 
there is no reason why anything should be changed now or in the future. Things 
look different, however, as soon as we know what developments have actually taken 
place. History teaches us that the position of the sick man and that of the physician 
in society have changed a great deal in the course of time. The development of 
science and technology created a new medical science, very different from that of 
the past, highly effective, highly specialized and technical, and very costly. The 
same basic force, however, namely, the development of science and technology, re- 
sulted in the industrialization of the Western world and changed the structure of 
society basically. Today the great majority of all gainfully employed persons con- 
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sists of wage earners and salaried employees, in other words, of people who depend 


for an income on the labor market and have no social security. 


It is obvious that the 


application of this new medical science to a new type of society calls for new forms 


of medical service. 


If we want to act intelligently in this field also, we shall not 


advocate mediaevel forms of medical practice for a modern industrial society. 
We must know the facts, be fully aware of the situation that has been created by 


the developments of the last hundred years. 
It will help us not only to understand the past 


analysis can be very fruitful. 
but also to plan for a better future. 


It seems to me that a careful historical 


Henry E. SIGERIST* 





PREVALENCE OF SYPHILIS IN VIRGINIA AS INDICATED BY AN 


EVALUATION OF SELECTIVE 


. &, 


SERVICE SEROLOGIC TESTS 


Riccin, M.D., 


State Health Commissioner 


an 
E. M. Hormes, Jr., M.D., W. E. BAKEr, M.D., GERTRUDE A. LUCAs, 
Division of Venereal Disease Control, 
State Health Department, 


Richmond, 


In September, 1940, the Selective Service Act was 
passed by Congress and signed by the President, thus 
setting in motion the machinery for one of the largest 
military training programs ever undertaken by the 
United States. 

A few years ago persons interested in the control 
of venereal diseases would have been amazed at the 
thought of a serologic testing program that would 
screen a great percentage of the nation’s male popu- 
lation in the age group 21 to 36. With the passage 
of this act by Congress, the National Advisory Com- 
S. Public 
Health Service, realizing the public health signifi- 


mittee on Control of Syphilis to the U. 


cance of such an opportunity, urged that a serologic 
test be given to each registrant. It was realized by 
the Committee that the age group covered by the 
draft (21 to 36), included the 20 to 30 group in 
which one-half of the annual new infections occur. 
This first plan, to test all registrants, could not be 
carried out due to the lack of laboratory facilities 
and time necessary to collect blood specimens for 
examination. 

However, in the interval between the passage of 
the law and National Registration Day, October 16, 
1940, an agreement was effected between the State 
and Territoria! Health Officers Association, U. S. 
Public Health Service, War Department and Selec- 





*Dr. Sigerist is Professor and Director of the Institute 
Hopkins University, and our foremost medical historian. 


Virginia. 


tive Service System whereby each man receiving a 
physical examination for military duty would be 
given a standard serologic test for syphilis. From that 
period to the present, every individual examined un- 
der the Selective Service Act has had as a part of 
his examination at least one standard serologic test 
for syphilis. Under this national agreement, plans 
were perfected in each state for the laboratory per- 
formance of serologic tests, and the follow-up of all 
individuals having a positive serologic reaction to 
determine their status as to infection. It was recog- 
nized immediately by public health authorities that 
this mass blood-testing program not only would be 
a factor in conserving the nation’s manpower through 
rehabilitation of persons found to be infected, but 
also would serve as a case-finding procedure, and 
thus be of real value to the public health, for 
through these examinations, new cases of syphilis 
would be brought to light, and through the epi- 
demiological investigation of their familial or sexual 
contacts additional cases would be discovered. Fur- 
ther, these data provide material from which studies 
on the prevalence of syphilis are being made for 
the whole of the United States. 

In the State of Virginia, since November, 1940, 
accurate and detailed records have been kept as to 
the result of the serologic tests made on selectees. 


of the History of Medicine, Johns 
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In the age group 21 to 36, covered by the original | & Bek © | om © 
Selective Service Act, the number of men examined } ages ;- =” 
is sufficiently large to give excellent figures on the . i | comin 
prevalence of syphilis for all counties and the cities || 2 3 2 " 
of the State. In addition, while the original Selec- | 2 "5 | - 
tive Service Act limited inductions to the age group | ~ a | > 0 } in 
21 to 36, data have been included in this study on i § $5 | 7 | ~ 
volunteers, so that small numbers in the age groups - 2 Sor ae oe 
18 to 21 and 36 and over are included in this report. | | = | ea) =} 
The data on which this study is based cover the ] ra | 
period November, 1940, through March, 1942, dur- | acne 
ing which time 97,255 Selective Service serologic | | ee | S 2 : 
test reports have been received by the State Depart- “od reasenne ee 
ment of Health. These reports have been carefully = “4 9 | eS 3/s 
checked for duplication in positive or doubtful re- | 4 | a5 | ra Y=) 
ports, whereas in the negative group the procedure < | eer Py 
was not deemed necessary because the Selective Serv- a | 5 2 | & = & 
ice regulations require only one serologic test for 5 | 3 | = | a a 
syphilis on selectees not having a previous history ce 2 | § | ia | +5 oe 
of infection. Of the 95,029 residents within the fe g 2 | | g e+ oA 
State who were tested, 87,712 were negative and ; 223 | | 1a | a a | 
7,317, or 7.7 per cent, were positive and consequently = €3 ] bese pa me | 
considered suspect cases of syphilis on the basis of > s2 | | ‘o.a7;°"* 7 
having had at least one positive or doubtful serologic 84 5 Pr [ = oot & | 
test. In the non-resident group, the number of per- i x 5 9 | 38 2 | “ “| 
sons tested is too small to be significant. However, a... & ew a | | 
2,226 non-residents were examined and 208, or 9.3 m E $ E ‘i | S $15 
per cent, were reported as positive. 5 ya" ra oi | 25 a beg 
To examine in greater detail the distribution of O38 | = a Fee pate 
those residents in the State reported as having sero- : 5 - | = | = 4% | 
logic tests for syphilis, 1,393, or 2.1 per cent, white = 2 E walt 
individuals were positive out of a total of 65,716, & 3 eee: aes age 
and 5,902, or 20.5 per cent, out of 28,834 colored § £82 ; Xe ann 
selectees examined were positive. a || een roa 
It is interesting to note that the prevalence figure a | Ze ma RR | 
given for the white population by serologic testing Z iia idl “ 
in this study as 2.1 per cent, and for the colored 3 | . 7 a 2/9 
as 20.5 per cent compares favorably with previous z | be = pe - 
prevalence estimates and reports made by the De- e i. - ow | 
partment. | = | a a a 
In June, 1935, in a report of the results of a sero- | Pi J wii 
logic survey of the Negro population in four coun- |___________— — 
ties, namely, Orange, Amherst, Princess Anne, and : 5 
Albemarle, it was found that in the age group 20 to - | : a 3 
30 for colored males, 18.7 per cent were infected, 3 e % g 
while in the age group 30 to 40, 23.5 per cent were a | 23 ; | 
infected. a | 33 8 
vr | f 2 Ss 
In a review of the Premarital Examination Act*, | % | 2 mw 
~ *Virginia Medical Monthly, Vol. 69, pages 96-100, F 3 : 
February, 1942. i | = 
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it was reported that in the white male age group 
21 to 30, 0.7 per cent were infected with syphilis, 
while in the age group 31 to 40, 1.3 per cent were 
infected. In the colored males in the age group 21 
to 30, 14.7 per cent were infected, while in the age 
group 31 to 40, 23.7 per cent were infected. 

The difference between figures in the present and 
the marriage law surveys is negligable and is not 
significant, due to the fact that in many instances 
those who know that they have syphilis voluntarily 
avoid marriage and the accompanying examina- 
tions. It can be concluded that syphilis is preva- 
lent in approximately 2 per cent of the State’s white 
males and in 20 per cent of the colored males. 

Inasmuch as the number examined in the age 
group 21 to 25 consists of approximately 50 per cent 
of the State’s population in the age group as given 
in the 1940 census, this group can be considered as 
a significant random sample of the male population 
in this age group. In this age bracket, of the 15,456 
colored selectees examined, 2,327, or 15.1 per cent, 
Of 35,596 white persons 
examined in this group, 445, or 1.3 per cent, were 
found to have positive serologic tests. Of the total 
in this group, 5.4 per cent had positive serologic 


were found to be positive. 


tests. 
In the bracket 26 to 30, approximately 23 per 
cent of the resident males, as listed in the 1940 
Of 8,140 in the 
colored group, 1,909 or 23.5 per cent, were found 
to be positive, and 480, or 2.6 per cent of the 18,535 
white males tested were positive. For the whole 
group, both white and colored, 8.9 per cent were 
positive. 


census, were given serologic tests. 


In the group 31 to 35, 1,311, or 33.8 per cent, 
of 3,875 colored selectees examined had _ positive 
serology. Of the 9,219 white males examined, 374, 
or 4.1 per cent, were positive, and of the total 
number examined, 12.8 per cent were positive. In 
the 18 to 20 and over 35 groups, the number ex- 
amined is too small to be significant. 

A comparison of the figures for urban and rural 
areas reveals that in the urban sample 32,366 in- 
dividuals were tested, 28,655 were negative and 3,711 
were found to have doubtful or positive serology. 
A further breakdown of the rate reveals 2.6 per 
cent positive in the white group and 27.1 per cent 
in the colored, while 11.5 per cent of the total urban 
group were positive. This figure is considerably 
higher than the percentage given for the national 
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group which is reported as 4.6 per cent in an analysis 
of the first million selectees made by the U. S. 
Public Health Service*. 

However, considering the fact that the given prev- 
alence figures for the southern states is consider- 
ably higher than the estimated and reported prev- 
alence for the nation as a whole, it is to be ex- 
pected that the State urban prevalence figure should 
be higher than the national one. In addition, it is 
an established fact that the prevalence of syphilis 
is considerably higher in states with large Negro 
populations, as in the South. 

In compiling the rural rate, it was decided to 
include those naming counties as their permanent 
address. In this sample there were 62,607 persons 
tested; of these, 59,001 were negative, and 3,606 
were found to have positive or doubtful serology. 
In the white males in this sample, 1.9 per cent were 
positive, while 15.9 per cent of the colored were 
positive. For the total rural males, 5.8 per cent 
were positive. 

The three cities listed in the above table as having 
the highest prevalence by Selective Service serology 
(1) Suffolk with 1.5 per cent in the white 
group, 36.8 per cent in the colored group, and an 
overall of 20 per cent. 
cent in the white group, 28.7 per cent in the colored 


are: 


(2) Petersburg with 1.9 per 


group, and 16.3 per cent in the total number 
examined. (3) Norfolk with 3.7 per cent in the 


white group, 29.5 per cent in the colored group, and 
The three 
(1) Win- 


group, 3.9 


15.1 per cent in the total number tested. 
cities having the lowest prevalence are: 
chester with 2.0 per cent in the white 
per cent in the colored group, and 2.4 per cent in the 
total. (2) Radford with 2.4 per cent in the white 
group, 16.3 per cent in the colored group, and 3.9 
per cent in the total. (3) Harrisonburg with 3.7 
per cent in the white group, 7.1 per cent in the col- 
ored group, and 4.2 per cent in the total. The fol- 
lowing cities had above 12.5 per cent positive reac- 
tions: (1) Hopewell 13.2 per cent; (2) Richmond 
12.7 per cent, and (3) Danville 12.7 per cent. 

In order to show more clearly the geographical 
distribution, a map showing the per cent of positive 
reactions in the counties is included. From the 
above it will be noted that those counties having 
the lowest prevalence figures as evidenced by Selec- 





*Parran, Thomas; Vonderlehr, R. A.: Plain Words 
About Venereal Disease, New York, Reynal and Hitch- 
cock, 1941, p. 205. ‘ 
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tive Service serology are, largely, confined to the 
western border of the State and the Valley of Vir- 
ginia. In general, the counties having the highest 
prevalence are those which have a correspondingly 
high proportion of colored residents. 

In this connection certain counties can be grouped 
by prevalence in geographical location. Northamp- 
ton has the highest prevalence, 23.7 per cent of all 
persons tested, with 1.6 per cent of the white and 
33.6 per cent of the colored. In Accomac, 17.6 
per cent of the total examined gave positive reac- 
tions, with 1.7 per cent of the white and 34.3 per 
cent of the colored. The prevalence in these two 
counties as evidenced by Selective Service serology 
confirms previous estimates based upon marriage 
law reports and other summaries. 

Further examination of the prevalence rate with 
attention directed to those counties known to have 
a Negro population of 50 per cent or more reveals 
correspondingly high rates. Greensville, Sussex, and 
Southampton have an average of 14.5 per cent posi- 
tive reactions with approximately 20 per cent in the 
colored group. Goochland, Amelia, and Cumber- 
land figures average approximately 10 per cent posi- 
per cent posi- 
tive in the colored group. Nansemond, Isle of 
Wight, New Kent, Essex, King William, and King 
and Queen show similar prevalence figures though 


tive reactions with an average of 15.5 


slightly lower than those mentioned. 
The other counties bordering the Eastern Shore 
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of Virginia and the areas of concentrated popula- 
tion around Newport News, Portsmouth, and Nor- 
folk comprise the balance of the counties having 
the high prevalence as indicated by positive Selec- 
tive Service serologic reports. 

Inasmuch as this analysis is based on reports of 
standard serologic tests and not on definite clinical 
diagnosis of the disease syphilis, generalized con- 
clusions are dangerous. Nevertheless, it has been 
an accepted epidemiologic practice to use laboratory 
tests as a gauge with which to measure the prevalence 
of certain diseases in a population group. 

Therefore, it is felt that, on the basis of the above 
reports, progress has been made in the five years 
of the State’s venereal disease control program, but 
Ad- 


ditional emphasis should be directed toward the 


there is still need for more intensive control. 


younger age groups and the colored population, both 
to restore the infected individual to health and to 
prevent him from suffering from the late crippling 
manifestations. Advanced cases, as. is well known, 
are a burden on the communities in which they re- 
side. Further, our control efforts should be based 
on more intensive case-finding using mass screening 
procedures and contact tracing by public health 
workers. Private physicians can investigate con- 
tacts of infectious cases of syphilis in their im- 
mediate practice. This will bring such persons to 
examination and treatment, and thus check further 


spread of the disease. 


A PSYCHIATRIST LOOKS AT THE PROBLEM OF ALCOHOLISM 


Merritt Moore, M.D., 


Associate in Psychiatry, Harvard Medical School, and 
Director of Research, Washingtonian Hospital for the Treatment and Prevention of Alcoholism, 


Boston, Massachusetts. 


The three greatest public health problems in the 
United States today are tuberculosis, syphilis and 
alcoholism. During the last twenty vears the first 
two of these diseases have received the continuous 
attention of the medical profession, but alcoholism 
has not yet been completely accepted as a medical 
problem. It is an endemic condition, however, and 
there are few families of any size in the United 
States of 
alcoholic. Alcoholics in the United States can not 


which at least one member is not an 


be counted and mere estimation is difficult. It is 
known, however, that there are many thousands in 


every state in the Union. The prevalence of the 
condition is even more noteworthy when it is re- 
called that only a small proportion of those who 
drink to excess are recognized alcoholics and are re- 
ceiving treatment. 

Definition of the term alcoholism is difficult, but 
it is generally agreed that a person who drinks al- 
coholic beverages so immoderately that he is unable 
to maintain his position in a family, occupational, 
social or community group is to be considered an 
alcoholic. When the pattern of drinking becomes 
so important to an individual that he becomes ob- 
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viously ill, physically or mentally, such behavior 
becomes a problem in medicine and more particular- 
ly in psychiatry. The moral aspects of drinking are 
no longer emphasized. Because of the physical and 
mental damage which inevitably results from pro- 
longed or excessive drinking, alcoholism must also 
be considered as a public health problem and 
should be handled with the techniques of medical 
science and preventive medicine. 

Acute or chronic alcohclism seems to result in part 
from the psychological inadequacy of the individual. 
Thus, after individual tolerance and habituation 
are duly considered it is found that personal fac- 
tors appear to determine to a large extent why cer- 
tain persons can drink a given volume of alcohol 
in a given period of time and suffer no untoward 
effects while other persons under the same con- 
ditions show abnormal behavior. Variations in per- 
sonality seem to explain aberrant responses better 
than any other concept yet formed. These variations 
appear to be in large measure conditioned by the 
personal experience of the alcoholic individual and 
may be moulded by the forces to which he has 
been exposed as. a child and as an adolescent. The 
difficulties with which he has had to deal immed- 
iately before the onset of alcoholism may be more 
important as recipitating factors than as actual 
causes. Actually it is believed that the psychological 
roots of alcoholism reach back to childhood. At 
the present time generalizations are inconclusive 
about the causes of acute and chronic alcoholism 
but it is known that the type of individual who is 
unwilling or unable to face the realities of his life 
frequently becomes an alcoholic. The person who in 
childhood has been over-protected, too strongly 
dominated, or pampered by over-solicitous parents 
has a very hard time learning to meet natural re- 
sponsibilities. Such a person tends to substitute for 
mature reactions the infantile regressive patterns 
which in childhood found expression in neurotic be- 
havior such as temper tantrums, bed-wetting and 
excessive masturbation. Unless the adult accepts the 
need for mature behavior he may continue to follow 
his childish patterns. One of the most common forms 
of neurotic behavior is drinking too much. Alcohol- 
ism can be, and often is, the symptom of a neurosis. 
It can, however, also be a symptom of a psychosis or 
a border-line condition. 

Prolonged drinking usually results in some form 
of neuropsychiatric disorder. It may be an avitam- 
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inosis, such as alcoholic polyneuritis or pellagra 
caused by faulty dietary habits and the consequent 
lack of vitamines. (Many of the avitaminoses oc- 
curring in alcoholic persons are never diagnosed. ) 
Or there may be a frank alcoholic psychosis such 
as Korsakow’s syndrome. Delirium tremens is very 
common; between 1915 and 1935, 6 per cent of all 
the cases of alcoholism admitted to the Boston City 
Hospital were diagnosed delirium tremens. The 
chief cause of involuntary hospitalization of alco- 
holic patients (apart from alcoholism as the pri- 
mary diagnosis) is severe physical injury, mainly 
head injuries. Pneumonia and fractures are the com- 
monest medical and surgical complications of al- 
coholism, generally speaking. The most common 
physical ailment among chronic alcoholics is some 
form of gastrointestinal disturbance. Alcoholism is 
very commonly associated with the occurrence of 
mental disease; about sixty per cent of all patients 
admitted to Massachusetts mental hospitals in the 
last twenty-five years had a history of the intem- 
perate use of alcohol. 

It can easily be seen that the cost of hospital care 
of alcoholics is great, especially since most al- 
coholic men and women are finally cared for in 
state or municipal institutions to which they make 
no payment. Also the relief care of the families and 
dependents of alcoholics, whose income and earn- 
ing power have been lost, necessitates large appro- 
priations and expenditures every year on the part 
of towns, municipalities, cities and states. The 
maintenance of courts for the penal disposition of 
“drunkards”, socalled, increases this cost, as does 
also the expense of maintaining alcoholics in state 
penal institutions such as the Bridgewater State 
Farm (in Massachusetts) and in the various county 
houses of correction. Alcoholism is a complicating 
factor in the history of about half the prisoners in 
state penal institutions who are not sentenced pri- 
marily for alcoholism. Many of these committed 
their offenses while intoxicated and claim that they 
would not have done so if they had not been under 
the influence of alcohol. This claim, of course, must 
be taken with a grain of salt, but it is interesting 
in itself. That the prisoner may consider drunken- 
ness a partial excuse for crimes committed while 
intoxicated is a symptom (or an evidence) of the 
alcoholic’s characteristic ability to rationalize and 
excuse himself. 

There are very few places in any state where al- 
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coholics are welcomed for treatment unless they 
can afford the necessarily high costs of private in- 
stitutions. They are not received graciously at gen- 
eral hospitals, for the most part, and if taken in at 
all, are usually cared for only during the acute 
phases of their intoxication. Alcoholic patients have 
to be sent to certain hospitals secretively, presum- 
ably for observation or study. They are not accepted 
at most state mental institutions unless they are suf- 
fering from alcoholic psychoses or equally severe 
mental illnesses in which alcoholism plays a second- 
ary part. Few private physicians are equipped by 
training or interest to treat alcoholism and private 
psychiatrists are naturally reluctant to accept an 
alcoholic individual as a patient, for the alcoholic is 
usually not cooperative in treatment and may be 
actively resistant. There are few small hospitals 
where an alcoholic can receive special treatment. 
Outstanding among these is the Washingtonian Hos- 
pital, in Boston, which was founded in 1858; but 
few institutions have funds or facilities to provide 
treatment for all alcoholic patients who seek admis- 
sion. 

In the treatment of acute (or chronic) alcoholism 
the physical condition of the patient must have 
first attention. When the physical status has been 
improved by rest, sedative and analgesic drugs are 
administered to relieve nervous tension. Other im- 
portant points in the treatment of acute alcoholism 
are the restoration of fluids, dietary readjustment 
and such specific measures as are necessary to gen- 
health. at- 
tempted. The first requisite is the patient’s wish to 


eral Psychotherapy should also be 
overcome the alcoholic habit and his sincere attempt 
to cooperate with the therapist. Complete abstinence 
from alcoholic beverages is an absolute necessity for 
the alcoholic, though some accept this principle 
slowly, if at all. Psychotherapy aims at reviewing 
the past history of the alcoholic and attempts to focus 
attention on the factors which have built up the 
drinking habit, in an effort to develop insight in the 
patient, and new ways of spending his energy. It is 
possible to help some patients to reorganize their 
lives with a program which will have little place left 
in it for drinking. The factors of boredom, social 
inadequacy and fatigue often play a large part in 
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the temptations of the alcoholic. These conditions 
can be partially remedied or prevented by thought 
and planning. 

In nearly every state a great need exists for facili- 
ties to treat alcoholic patients who are unable to 
pay for treatment. Treatment should be made avail- 
Most 


pitals at present do not have physicians or space 


able through special clinics. general hos- 
(or the interest, as yet) to provide proper treatment 
for alcoholics. Clinics should be operated also with 
the 
neurological and psychiatric. They should be estab- 


aim of preventing secondary complications, 


lished in connection with the institutions at present 
administered by the Departments of Mental Health. 
But these clinics can not be established without a 
pre-existent or concurrent educational program, in 
which state, municipal and federal authorities should 


participate. This program aimed at treating and 


preventing alcoholism might take a form similar 
to the one which has proved so effective in directing 
public attention to syphilis as a public health prob- 
lem. The clergy, the press, lawyers and business 
men, led by progressive physicians, could prove 
very effective in promoting cooperation between al- 
ccholics in need of help and those individuals, or- 
ganizations and institutions that hope to aid them. 


SUMMARY 

Alcoholism has become so widespread in the com- 
munity and has reached such proportions that it 
must now be considered a major problem in public 
health. It affects every citizen, whether alcoholic or 
not, because its cost to the taxpayer is ultimately 
so great. Basically, alcoholism requires medical and 
psychiatric care, though the problem might also be 
approached by legislative measures aiming to control 
without prohibiting. There is a great need for the 
establishment of special clinics and hospital facili- 
ties for the treatment of alcoholism. The need is 
especially acute at this time when every national 
resource must be conserved for purposes of de- 
fense. Along with tuberculosis and syphilis, alcohol- 
ism must be considered as one of the chief problems 
confronting the men and women of this country 


today. 


41 Waltham Street. 
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MANAGEMENT OF CROSSED EYES BASED UPON OBSERVATION el 

OF FORTY-SIX CASES* : 

te 


Evsyrne G. GILL, M.D., 


and 
James H. Gressette, M.D., 
Roanoke, Virginia. 


If all cases of strabismus presented the classical 
textbook signs and symptoms, the subject would be 
of little interest: however, each presents some varia- 
tion which makes the diagnosis and treatment a 
difficult problem. Some of the problems are as 
follows: 

1. Is the patient a medical or surgical case? If 

it is a medical case, what treatment is indi- 


cated ? 





2. Visual acuity, fusion and diplopia. 

3. Measurement of the amount of deviation (a) 
with and without correction, using the screen 
and parallax method; (b) with and without 
cycloplegia; (c) for distance and for near; 
(d) in the six cardinal directions of gaze. 

4. Study of the movements of the eyes by the 
comitance test. This aids in obtaining infor- 

mation on primary restriction or secondary 











2. Should we strive for only a cosmetic result or overaction in the different directions of gaze. 
for a cosmetic and physiological result ? It is particularly helpful where you have both Fig 
3. What do we mean by a physiological result? vertical and lateral deviation. 
4. When is orthoptic training indicated ? 5. A study of the near point of convergence. 
5. How soon after operation should orthoptic ; , tive 
“ : PREDISPOSING CAUSES 
training be started ? ‘ ; ; . the 
; ; Predisposing causes of strabismus are many, and 
6. Does a concomitant squint appear gradually re : ; ss ake _— 
; different authors have their own ideas. Some of the 
cr suddenly ? ; : 
- ; : i i Sg . more important ones are as follows: 
7. What is the age limit for surgery? 1 F cael 
: . -_ A a ‘ ar-sightedness. 
8. Classification of squint. > A 8 1 1 =f 
: one a aa 2. Abnormal muscular variation. ? 
9. What is the anesthesia of choice ? ; ‘ am ? . ; . 
, 3. Anisometropia—difference of the size of re- 3 
Before attempting to answer any of the above- ; ; : 
‘ tinal images of the two eves. 
menticned problems, importance shou'd be given ae Tig ee: 
ae ; - : wee x : 4+. Defective ability for fusion. 4 
to a defin:te diagnostic? rout:ne examination for each fe . 2 =F 
sie . 5. Amblyopia or poor vision. 
case which is as follows: A ; 
ee . 6. Hereditary tendency to squint. 5 
1. Refracticn under complete cycloplegia. : : 
ONSET OF STRABISMUS 
P m 0. 
It may occur during the first year and the onset 
is gradual. Usually, however, it is after the first 2 
‘. 
O 
1. 
9 
Be 
4. 
T 
strai 
Fig. 1—E. B. S.—Age 6. Type of squint: Alternating con- glass 
vergent strabismus. Amount of squint: Esotropia 40 prism 61aSS 
diopters fer distance and esotropia 78 prism diopters for sists 
near. Type of operation: Myomectomy of left inferior : ss 
oblique with recession of left medial rectus 4 mm. and re- good 
section of left lateral rectus 10 mm. Fig. 2.—S. H.—Age 7. Type of squint: Convergent strabis- 5000 
* ee Se z ¥ mus O. S. Amount of squint: Esotropia 50 prism diopters. are 
Read before the Virginia Society of Otolaryngology Type of operation: Recession left medial rectus of 4 mm. para. 


and resection left lateral rectus of 7 mm. 


and Ophthalmology, at Staunton, May 16, 1942. 
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eighteen months and becomes very noticeable at four 
or five years of age as the child then becomes in- 


terested in near work which requires accommoda- 





3.—B. G. 
mus QO. S. 
diopters. 
internal 


F " 
vs F 
ae it 
Age 3. Type of squint: Convergent strabis- 
Amount of squint: Esotropia 35 to 40 prism 
Type of operation: Jameson recession of right 
rectus and resection of right external rectus. 


Fig. 


tive efforts. If the condition is not corrected then, 
the squint will manifest itself not only for near 


work but for distant vision as well. 


CLASSIFICATION“ 
1. Pseudoparalytic strabismus. 
2. Accommodative strabismus. 
3. Strabismus due to or associated with fusion 
defects. 


4. Strabismus due to or associated with ambly- 


opia. 

5. Strabismus due to or associated with neuro- 
muscular defects. 

6. Strabismus due to or associated with anisome- 


tropia. 
7. Strabismus due to or associated with multiple 


defects. 


MepicaL TREATMENT 
Our medical treatment is as follows: 
1. Atropinization of the eyes. 
2. Occlusion of the fixing eye. 
3. Correction of the refractive error. 

4. Orthoptic fusion exercises. 

The ideal objective is not only to have eves 
straight with glasses but to be straight without 
glasses and to have physiological function which con- 
sists of first, second and third degree fusion with 
good amplitude, normal vision in each eye and eyes 


parallel. Treatment should be begun as soon as the 
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squint is definitely manifested, regardless of the age. 
Children often as young as one year can be made 


to wear glasses. Parents are frequently advised to 


Fig. 4.—C. G.—Age 2. Type of squint: Convergent strabis- 
mus O. S. Amount of squint: Esotropia 40 prism diop- 
ters. Type of operation: Moderate resection and recession 
O. S. 


let the children alone as they will outgrow the 


squint. This is a mistake. Guibor and others who 


have done research work in this field have definitely 





Convergent strabis- 


Fig. 5.—D. A.—Age‘20. Type of squint: 
mus O. S. Amount of squint: Esotropia 70 prism diop- 
ters for near and esotropia 50 prism diopters for distance. 
Type of operation: Recession internal rectus 4 mm. and 
resection external rectus 3 mm. O. S. 

shown partial loss of vision and secondary macular 

degeneration occurs in most cases before the third 

vear. 

Dunphy, of Boston, advocates the selection of cases 
for orthoptic training based on the following cendi- 
tions: 

1. Age must be over four vears. 

2. I. Q. must be good. 

3. Attendance must be regular. 
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4. Vision in poorer eye should be a least 20/40. 

5. Retinal correspondence must be normal. 

6. Paralytic cases must be eliminated. 

7. Marked vertical deviations must be eliminated. 

8. Patient must show a good capacity for binoc- 

ular vision on synoptiscope. 

Results obtained by Dr. Dunphy by orthoptic 
training in fifty cases of internal quint (normal 
correspondence) : 


WitHouT GLASSES No. % 
Binocular fixation ~- : 31 62 


Cosmetically straight but not true 


binocular fixation 11 22 
Failures 7 8 16 
Totals 50 100 


ANESTHESIA 

In children we use ether anethesia. In adults we 
use preliminary medication and local anesthesia— 
sometimes retrobulbar injections are used. The 
type of operation te be done depends upon the 
type of squint. For correction of the lateral im- 
balance, we use the Lancaster modification of the 
resection operation, and for the recession a modifica- 


tion of the Jameson operaticn. For suture material 





Fig. 6.—G. D.—Age 5. Type of squint: Convergent strabismus 
O. D. Amount of squint: Esotropia 25 prism diopters: 
left hypertropia 10 prism diopters. Type of operation: Re- 
section of external rectus and recession of internal rectus 
O. D. Resection of external rectus O. S. 


we employ triple O plain catgut for both resection 
and recession and for closing the conjunctiva. We 
bandage the operative eve for one week and change 
the dressings daily. If glasses have been worn 
prior to the operation, we usualiy advise their con- 
tinuance and also orthoptic training, endeavoring to 
secure a physiological and cosmetic result. For the 
correction of the vertical imbalance, each case must 
be considered on its individual merits. 


| August 





Fig. 7.—B. C.—Age 19. Type of squint: Alternating conver- 
gent strabismus. Amount of squint: Esotropia 40 to 45 
prism diopters. Type of operation: Resection left internal 
rectus 4 mm. and resection left external rectus 8 mm. O. S. 


CONCLUSIONS 

From our experiences in forty-six cases of crossed 
eyes since 1938, we feel that active medical treat- 
ment should begin as soon as the squint is definitely 
manifested. 

Second, medical treatment, which consists of 
atropinization of the eyes, occlusion of the fixing 
eye and correction of the refractive error should be 
thoroughly carried out before the third year of life. 

Third, if medical treatment is not successful in 
six to twelve months, surgical correction is indicated, 
regardless of age. 

Fourth, if you only wish for a ccsmetic result, 
surgery may be delayed; but, if you want both 
cosmetic and a physiological result, medical treat- 
ment and possibly surgery must be thoroughly car- 
ried out before the third year of life. 

Fifth, orthoptic training can best be given after 
the fourth year. Each case must be carefully se- 
lected. Retinal correspondence must be normal and 
paralytic cases eliminated. 

Sixth, medical treatment and crthop*ic exercises 
give best results in patients with less than 15 degrees 
of squint. 

Seventh, orthoptic training is a valuable adjunct 
to the surgical treatment of strabismus, both pre- 
and postoperatively. 
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PRIMARY DYSMENORRHEA* 


WituraM Bickers, M.D., 


Richmond, Virginia. 


The 


young women is the periodic recurrence of disabling 


most common cause of disability among 
symptoms associated with menstruation. These symp- 
toms may be classified under two heads which have 
a widely separated and distinctly different physi- 
ologic basis. The first group of symptoms are those 
of a general nature such as nervousness, irritability, 
headache, and backache which are associated with 
endocrine changes, particularly the high estrogen 
It has 
been shown by recent investigations that most, if not 


titres incident to the onset of menstruation. 


all, of these symptoms can be explained on the basis 
of water retention brought about by the fixation of 
the sodium icon in the tissues. This results from the 
well known sodium-fixing power of estrogen. Edema 
of the brain, pelvic organs, and all other structures 
of the body which result from the fixation of fluids 
in the tissues may be dramatically relieved by plac- 
ing 
the 
ing 
ing 


the patient on a salt free diet one week before 
expected menses and at the same time prescrib- 


ammonium chloride, 7% 


grains t.i.d., daily dur- 
this week. The beneficial result of such therapy 
for the more general symptoms associated with men- 
struation is now well established by the work of 
Greenhill and others. It coincides with our knowl- 
edge relative to the increase in weight so commonly 
observed during the premenstruum. Unfortunately, 
the more acute symptoms of menstruation, namely, 
the severe pain of dysmenorrhea, is not so readily 
explained and not so readily relieved. Although it 
has been assumed by most observers that this symp- 
tom like the menstrual molimina already described 
is the result of certain endocrine changes, there is 
no good scientific evidence to show that primary 
dysmenorrhea is the result of any hormone defi- 
ciency. The extensive work done on the rabbit uterus 
during the last decade showed conclusively that 
estrogen stimulated uterine contractions while pro- 
gesterone inhibited them. It was quite naturally 
that 
dysmenorrhea was the result of progesterone defi- 
ciency. 


inferred from these observations on rabbits 


It may now be said, on the basis of my 
investigations and also those of Wilson and Kurz- 
*Read at the meeting of the Medical Society of Virginia 


at Virginia Beach, October 6-8, 1941. Changes have since 
been made to bring paper up-to-date. 


rok, that the observations upon the rabbit uterus 
In fact, the 
human uterus reacts to certain hormones in a man- 


may not be applied to the human. 


ner directly opposite to that seen in rabbits. That 
is not too surprising, however, when one recalls the 
irreconcilable variations of uterine response in dif- 
ferent species to various drugs, notably epinephrin. 
Furthermore, the assay of hormone titres. of patients 
with severe dysmenorrhea are in no way different 
from those of women menstruating without pain. 


PLAN OF STUDY 

In order to throw some light on the pathological 
physiology of dysmenorrhea and the effects of cer- 
tain therapy, this study was undertaken. Fifteen 
patients who suffered severely with each menses 
were selected for study. Each was seen in the pre- 
menstrual phase, several days before the expected 
menses, at which time a small condom balloon was 
inserted into the uterine cavity. This was connected 
by way of a rubber tube to a mechanical ink writer 
which was so located that its writing point would 
record the excursions of the writing point on a re- 
The 


intra-uterine 


volving kymograph equipped with a “timer”. 
system was filled with water until the 
balloon was distended to a 


pressure of approxi- 


mately 50 mm. of mercury. Variations in the intra- 
uterine pressure resulting from uterine contractions 
to the 


delicate sys- 


were transmitted through the balloon me- 
chanical recorder which by means of a 
tem of levers transferred the record of uterine con- 


(Fig. 1). 


to this technic have been raised on the 


tractions to the kymograph. Objections 
ground that 
a foreign body in the uterus might alter the pattern 
of uterine motility. This is probably true, but con- 
siderable experience with this technic has shown 
that the patterns of motility recorded by this technic 
are always comparable and that is what is desired. 
It is the object of the experiment to demonstrate the 
difference between the non-painful menstruating 
uterus and the dysmenorrheic uterus. The foreign 
body in the uterus of both permits a fair compari- 
son. After the premenstrual contractions were re- 
corded, the patients were instructed to return at the 


onset of their most severe dysmenorrhea. Upon their 
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return the tracings of the uterus were again recorded. 
After getting the tracing on the dysmenorrheic uterus 
the ‘patient was given one of several drugs which 
have been tried clinically in the treatment of this 
condition and its effect on the contractions recorded. 
The effects of certain commonly used drugs are 








Fig. 1—A small condom balloon attached to a heavy 
woven catheter and connected by way of a rubber 
tube to the mechanical ink recorder. The ink re- 
corder is so arranged that its writing point records 
the tracings of uterine contfactions on the kymograph. 


shown graphically. After allowing sufficient time 
for the effect of the drug to be observed the patient 
was given 14 grain of morphine sulfate and the 
tracing recorded after fifteen minutes. 
done in order to establish a base line for the con- 
tractions of each uterus. If the uterus is tetanic, 
the morphine will abolish this tetany causing the 
writing point to drop to a lower level. If the uterus 
relaxes completely between each contraction, then 
morphine will produce no effect on the base line 
of the contractions. After studying various drugs, 
the effects of which are described below, several 
patients were then selected for the study of the 
effect of certain hormones on the contractions. The 
results are graphically shown in the tracings. Pat- 


This was 
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terns of uterine motility in the normal menstrual 
cycle have been previously studied and reported.! 


MorTILity IN NON-PAINFUL MENSTRUATION 

A number of patients with normal, non-painful 
menstruation have been studied. The 
uterine motility in these cases has been previously 
reported.! During the follicular phase (pre-ovula- 
tory), the contractions are low in amplitude, rapid, 
and somewhat tetanic (Fig. 2). These contractions 
are characteristic of unopposed estrogen influence. 
During the luteal phase (post-ovulatory), the con- 
tractions assume a much higher amplitude, lower 
frequency, and tetany is abolished. This is the 
Seven tracings were taken 


pattern of 


progesterone influence. 
in this group while the patient was menstruating. 
These non-painful menstrual contractions show a 
complete absence of tetany. With this type of mo- 
tility during menstruation, no pain is experienced 
(Fig. 2). The writing point returns to the base line 
after each contraction, showing complete relaxation 
of the uterus. These patterns of uterine motility 
have now been observed by several investigators. 
They are consistent and may be accepted as the 
true picture of uterine contractility in the normal 
ovulatory cycle. 


MOTILITY IN PAINFUL MENSTRUATION 

In each of the fifteen cases 
ovulatory cycle was found. The presence of a corpus 
luteum was evidenced by the high amplitude, low 


studied a normal 


frequency contractions seen only when the uterus 
is under progesterone influence. The presence of a 
corpus luteum was further demonstrated by finding 
a secretory endometrium during the pre-menstrual 
phase in all cases. Tracings taken during the pre- 
menstrual phase on these patients with dysmenor- 
rhea showed the usual high amplitude, low fre- 
quency, atonic type of contraction (Fig.3). How- 
ever, the tracings which were taken during men- 
struation on these cases, usually on the first day 
and while the patient was experiencing her most 
severe pain, showed a marked degree of tetany with 
the usual high amplitude contractions superimposed 
upon it (Fig. 3). This must be the typical pattern 
of uterine motility in dysmenorrhea because it was 
present in thirteen of the fifteen cases studied. 
Tetany was never seen in the non-painful menstrual 
contractions. Contractions are similar in both groups, 
except for the tetany in the latter. In this group 
not a single contraction ever returned to the base 
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Contractions in the premenstrual phase are identical with 
those recorded during menstruation. They are high in am- 
plitude, atonic, and occur about one per minute. 


DYSMENORRHEA 
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Fig.3 
At the onset of menstruation contractions are still high in 
amplitude but superimposed on tetany. The writing point 
does not return to the base line. 























line, while in the non-painful group all contrac- 
tions returned either to the base line or below it. 
For the two patients who experienced typical dys- 
menorrhea, but who had a normal atonic type of 
contraction, there is no satisfactory explanation. 

Errect oF DruGs ON MOTILITy IN PAINFUL 

MENSTRUATION 

1. Atropine 
on the theory that uterine cramps result from para- 
sympathetic nerve stimulation. Atropine inhibits the 





This drug has been frequently used 


parasympathetic nerve endings and thus should in- 
hibit the contractions. Tracings were taken on three 
menstruating uteri after 1/100 gr. of atropine sul- 
fate, subcutaneously. No effect upon uterine motil- 
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ity could be demonstrated and there was no relief 
from pain (Fig. 4). 

2. Ephedrine—Two patients received ephedrine 
sulfate, 34 gr. t.id. for two days prior to the 
menses and on the first day of menstruation when 
the tracing was taken. Contractions were not altered 
in amplitude or frequency, nor was there any dimi- 
nution of tetany. Pain was not relieved (Fig. 4). 

3. Adrenalin—On the assumption that sympa- 
thetico-mimetic drugs inhibit uterine contractions, 


DRUGS IN DYSMENORRHEA 
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Fig.4 


Atropine, ephedrine, adrenalin, alcohol, and calcium gluco- 
nate have no effect upon uterine contractions during men- 
struation. Morphine abolishes tetany, inhibits the amplitude 
and relieves pain. Pavatrine, an experimental drug, is non- 
nareotic and has a morphine-like action. 
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Fig cr 
Contractions have been recorded in the same patient dur- 
ing four successive months. Estrogen therapy inhibited ovu- 
lation and the contractions were low in amplitude which is 
typical of estrogen influence. There was no pain. Proges 
terone and testosterone had no effect upon uterine contrac- 
tions. 
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the use of adrenalin has been advocated in dysmen- 
The effect of 1/2 c.c. (1-1000) 
taneously in four patients was studied. Some dimi- 
nutien in tetany was observed, the amplitude of con- 
tractions continued to be high, but did not return 
to the base line. Pain was not relieved (Fig. 4). 

4. Morphine—It is well known that morphine 


orrhea. subcu- 


relieves the pain of dysmenorrhea. To determine 
whether this was only an effect upon the central 
nervous system or whether it actually inhibited 
uterine contractions, 1/4 gr. of morphine was given 
subcutaneously to four patients. Within ten min- 
utes the amplitude and rate of contractions were 
diminished, tetany abolished, and pain relieved 
(Fig. 4). 

5. Alcohol—Whiskey is a time honored remedy 
for menstrual cramps. Two ounces of whiskey was 
given to each of three patients, all of whom said 
their pain was much relieved within thirty minutes. 
Tracings taken after thirty minutes showed no ef- 
fect upon amplitude, rate, or tetany. Perhaps the 
vaso-dilating effect of alcohol may improve the rela- 
tive ischemia of the myometrium (Fig. 4). 

6. Calcium Gluconate—Ten c.c of 10 per cent 
solution of calcium gluconate was injected intra- 
venously into one patient. There was no effect upon 
amplitude, rate, or tetany, and no relief from pain 
(Fig. 4). 

7. Pavatrine—This is a new synthetic drug which 
is non-narcotic and was placed in my hands for 
experimental purposes. Uterine tracings have now 
been obtained on seven cases following the use of 
this new drug, one following intravenous adminis- 
tration and the other six after oral administration. 
In this group of seven patients, all showed rather 
marked inhibition of uterine motility except one. 
One 
of these cases shows the effect of the intravenous 


The tracings are shown in two cases in Fig 5. 


and the other following oral use. Investigation is 
being pursued further and it may be that this drug 
will supply a long felt need for the treatment of 
dysmenorrhea. 


Errect OF HORMONES ON MOTILITY IN PAINFUL 
MENSTRUATION 

1. Estrogen—It has been observed by other in- 
vestigators and confirmed by this study that dys- 
menorrhea occurs only with the high amplitude con- 
Painful men- 
struation does not occur in the anovulatory cycle. 
Large amounts of estrogen given during the first 


tractions of progesterone influence. 
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half of the cycle inhibit the gonadotropic hormone 
of the anterior pituitary to the point where follicle 
rupture and luteinization are prevented. In those 
cases where ovulation is not prevented, the luteiniz- 
ing gonadotropin may be inhibited to the point where 
progesterone influence will be minimized and uterine 
contractions will have a lower amplitude. Two pa- 
tients were each given 200,000 iu. of estrogen 
(amniotin) in the follicular phase of the cycle. Ovu- 
lation did not occur as evidenced by the persistent 
proliferative endometrium and the tracings during 
menstruation showed the low amplitude, high fre- 
quency type characteristic of estrogen dominance. 
In the absence of high amplitude contractions, no 
pain was experienced (Fig. 5). 

2. Progesterone—Since Reynolds reported the in- 
hibitory action of progesterone on the myometrium, 
this hormone has appeared to provide logical therapy 
for dysmenorrhea.’ It has already been shown, how- 
ever, that this hormone is responsible for the high 
amplitude contractions which are always present in 
the luteal phase of the cycle. In non-painful men- 
the 
caused by estrogen. This tetany recurs in the dys- 


struation progesterone also abolishes tetany 
menorrheic tracings and the logical therapy, there- 
fore, would seem to be the artificial administration 
of the hormone. Two patients each received thirty 
mgs. of synthetic progesterone in the latter half of 
their cycle. High amplitude contractions persisted, 
there was no diminution of tetany, and no relief 
from pain. This observation increases our confusion 


regarding hormone therapy in general. I do not 


know why progesterone will inhibit uterine motility 
in vitro and apparently increases the force of uterine 
contractions in vive. Why does progesterone abolish 
tetany in vitro, but in relatively large doses appar- 
ently does not affect it in vivo? Our increasing 
knowledge of the metabolism of progesterone may 
soon explain this apparent inconsistency (Fig. 5). 
3. Testosterone—This hormone is said to have a 
direct inhibitory influence upon the myometrium. 
One hundred mgs. of testosterone propionate was 
given to one patient during the latter half of her cy- 
cle. The tracing shows no effect upon the amplitude, 


rate, or tetany. Pain was not relieved (Fig. 5). 


COMMENT 


Rational therapy for dysmenorrhea must be di- 
rected toward the pathological physiology of the 
uterine contractions. To say that the pain is psy- 
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chogenic, or that certain individuals have a low 
threshold adds nothing to our knowledge of the 
condition. Furthermore, it is true that the contrac- 
tions during painful menstruation have a tetany not 
present in the normal group. Wilson and Kurzrok 
have recently reported a similar study in which 
they conclude that the uterine contractions in dys- 
menorrhea are not different from those seen in the 
normally menstruating uterus.* With this conclusion 
I cannot concur. In thirteen of my fifteen patients 
a marked degree of tetany was observed with super- 
imposed high amplitude contractions. In the non- 
painful menstruating uterus the high amplitude, 
luteal type of contractions is always seen, but never 
associated with tetany. The question which will 
immediately come to the mind of an investigator in 
this field is how one can determine the base line 
Most 


uteri become spastic upon introduction of the bal- 


from which to measure the degree of tetany. 


loon, but this artificially induced tetany relaxes after 
several minutes. All of the tracings in this study 
were done at least fifteen minutes after the intro- 
duction of the balloon. In all cases morphine, gr. 
1/4, was given at the end of the experiment, fifteen 
minutes allowed to elapse, and the tracing again 
taken. This was done in order to establish the base 
line for each uterus. 
painful menstruation the relaxing effect of morphine 


In the seven cases of non- 


did not greatly alter the base line to which each 
contraction returned. However, in the dysmenor- 
rheic uteri the writing point dropped from 1/2 to 
11/2 cm. below the lowest point of uterine con- 
traction after giving 1/4 gr. of morphine (Fig. 4). 
This demonstrates rather conclusively that the dys- 
menorrheic uterus is a tetanic uterus. 
SUMMARY 

1. Dysmenorrhea occurs in the presence of high 
amplitude contractions superimposed upon tetany. 
2. High amplitude contractions occur only in the 
presence of a corpus luteum. It follows therefore 
that dysmenorrhea occurs only in the ovulatory cycle. 

3. Atropine, ephedrine, adrenalin, and calcium 
gluconate do not alter uterine motility in dysmenor- 
rhea and give no pain relief. 

4. Alcohol does not alter uterine motility, but 
appears to diminish the pain through its effect 
either upon the nervous system or by its vasodilat- 
ing effect on the arterioles of the myometrium. 

5. Morphine diminishes the amplitude of the con- 
tractions, abolishes tetany, and relieves the pain. 
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6. Pavatrine, a new synthetic drug, abolishes 
uterine tetany and diminishes the amplitude of each 
contraction. Pain is relieved. 

7. Estrogen in the first half of the cycle in large 
doses may either prevent ovulation or inhibit the 
luteinizing hormone of the anterior pituitary, thereby 
curtailing the progesterone effect on the uterus. 
Since high amplitude contractions occur only with 
progesterone, these are eliminated and pain relieved. 

8. Progesterone administered subcutaneously does 
not change the contractions during menstruation in 
the ovulatory cycle and gives no pain relief. 

9. Testosterone has no effect upon the menstrual 
contractions in the ovulatory cycle and gives no 
pain relief. 
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DisCUSSION 

Dr. Epwin M. Rucker, Richmond: The study of the 
problem of dysmenorrhea has given rise to many theories 
of cause and an even larger number of therapeutic ap- 
proaches. 

Dr. Bickers’ study is an interesting and valuable con- 
tribution to this of function. When 
you realize the difficulties met in carrying out these in- 
vestigations, the high calibre of the work becomes even 


common disorder 


more apparent. 

The actual mechanism of pain in dysmenorrhea has 
been widely discussed, and there is certainly no universal 
agreement as to its production. Doubtless there will be 
found several when the whole problem is’ understood. 
Dr. Bickers’ concept is novel and interesting, but by his 
will not explain all painful 
menstruation. Further investigation is needed. This is 
time-consuming and tedious, and progress is necessarily 


own admission cases of 


slow. 

We know with a fair degree of accuracy the path- 
ways over which pain impulses are carried to conscious- 
ness, and, armed with this knowledge, have been able 
to interrupt these pathways surgically to provide relief 
from painful menstruation in a number of cases. 

It is possible to produce a temporary “sympathectomy” 
with procain injection of the superior hypogastric plexus 
or by blocking the paths nearer the uterus. A study of 
uterine motility in the dysmenorrheic patient following 
either of the procedures would be a valuable adjunct 
to our knowledge of this condition. Flothow has advised 
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this type of procedure in selecting those cases which 
may be expected to obtain relief from pre-sacral sympath- 
ectomy. 

Dr. Bickers’ analogy between dysmenorrhea and the 
anginal syndrome suggests also the advisability of in- 
vestigating the action of the nitrates and nitroglycerin 
upon uterine motility. The studies made following ad- 
ministration of the experimental drug “346” are interest- 
ing and certainly worthy of further investigation. It may 
be that here is another method of relieving a certain 
number of patients. 

The tracings which we have just seen seem to show 
in the cases which obtained relief not only a lowering 
of the tonus but a slowing of the motility of the uterus, 
the alcohol result excluded. These, of course, would 
tend to refute this theory of the mechanism of dysmenor- 
rhea. There are two cases in this series which experi- 
enced painful menstruation but in whom the uterine 
motility was typical of the non-painful group. It is 
possible that these patients fall unto the group of the 
so-called “ovarian dysmenorrhea”. 
no relief from pre-sacral neurectomy. 

In considering hysterography it is well to keep in 
mind that the uterus is not constant in its response, and 
that its reaction is modified by a number of factors. 
Clinically it has been difficult to get away from the 
idea that painful menstruation is the result of attempts 
of the uterus to expel something. Many forcible cervical 
dilatations have been done and followed by relief. Can 
we explain this as a traumatic sympathectomy, with 
rupture of the nerve endings of the cervix? 

A great many things will give relief for a while: 
cervical dilatation, stem pessary, diathermy, and so on, 
almost endlessly. 

Dr. Bickers is to be commended on the objective ap- 
proach to this problem, attempting to measure motility 
rather than relying on the patient's subjective response, 
and I believe this is a definite step in the right direction 
in studying this problem. 

Dr. H. B. Haac, Richmond: I think it is fairly well 
established that, in relation to the uterus, the action of 
the estrogens is associated with an increase in the acetyl- 
choline content of that organ. Hence, it may be that 
Dr. Bickers might get some interesting results by study- 
ing the action of physostigmine and other similarly act- 
ing drugs, although this would seem opposed to present 
therapy in which atropine and related substances are 
being used. It might also be desirable to try atropine 
in somewhat larger doses. 

I also want to commend Dr. Bickers for doing this 
type of clinical investigation. I think that if pharmacology 
is going to advance as rapidly as it should, it is this 
type of work that will be of inestimable assistance. 


These can expect 
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Dr. R. J. Matin, Richmond: I wish also to commend 
Dr. Bickers for making this research. From the physio- 
logical standpoint I want to stress one point that Dr. 
Bickers probably did not have time to mention: that 
we should not draw the conclusion that a normal woman 
has such motion of the uterus. These responses are ob- 
tained when we distend the uterus under definite pres- 
sure, and below that pressure we get no response. In 
other words, this is really a theoretical curve called 
uterine motility, or, better, uterine response to distention. 
However, in cases of dysmenorrhea, it would be in- 
teresting to see if the contractions during the pains that 
they have are the same that they have normally without 
distention. It may be it would be worth while for Dr. 
Bickers to try recording it under low tension, very low 
tension. In cases of dysmenorrhea you should find these 
rhythmical movements, whereas in a normal uterus there 
will be no response. 


Dr. E. L. Lowenserc, Norfolk: I have studied com- 
pletely Dr. Bickers scientific exhibit and also enjoyed his 
paper. I think one point is to be stressed. That is the 
miscellaneous use of hormones without knowing 
we use them and what they may be expected to accom- 
plish. It is certainly unwarranted until more research 
which is now going on is done. The effect of these 
hormones on uterine motility as discussed by Dr. Bickers 
helped us understand the effect of the hormones on the 
uterus. The vaginal smear method enables us to study 
the ovarian cycle and the changes brought about by 
hormone therapy. 
the hormones and apply the therapy in a scientific manner. 

Dr. Bickers, closing the discussion: Dr. Main, Pro- 
fessor of Physiology, has been my guide and advisor in 
the technical laboratory part of this investigation and 
full credit should be given him. Together we overcame 
many difficulties in evolving a simple, practical technic 


why 


We may sooner or later understand 


for recording these contractions. 


Dr. Haag made an interesting suggestion and I shall 
see if I can follow through on that. Dr. Carter brings 
up an interesting point which may cast some light on 
the whole question of uterine muscle physiology. What 
will sympathectomy do to the uterine contractions? I 
don’t know but I would certainly like te have the op- 
portunity of studying such a case. I do not believe that 
contractions will be affected by sympathectomy because 
I firmly believe that most of the motility in the human 
uterus is intrinsic in the muscle fibre itself and the nerve 
supply is regulatory in its effect only. The same thought 
comes up in connection with the use of procaine as sug- 
gested by Dr. Rucker. I have not studied contractions 
after parauterine procaine injection but it would cer- 
tainly be worth doing. 
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THE EFFECT OF WAR ON THE BEHAVIOR OF CHILDREN* 


Harvie DeJ. Cocuitt, M.D., 
Director-Psychiatrist, Children’s Memorial Clinic, 
Richmond, Virginia. 


If one could only present a paper like this as 
dramatically, yet in a way as_ psychologically 
sound, as MacArthur answers his Headquarters 
phone today with those two meaningful words— 
“Bataan speaking!” we should go out of here pledged 
to an immediate counter-offensive on any and all 
Virginia fronts where youth is in doubt or trouble; 
also on those fronts where it is predictable that 
circumstances may baffle him tomorrow. 

But those words “Bataan speaking” have mean- 
ing because of courageous realism in studying the 
Pacific problem; because of hardheaded historical 
perspective; because of unlimited research; be- 
cause of pooled techniques as to tactics and strategy; 
and because of a human approach that denied an 
ancient cliché that “never The Twain shall meet.” 

In the far less colorful words of this paper, 
which surveys a limited field you may or may not 
find parallels in your own fields. Mental hygienists 
may have tremendous tasks for years to come in pro- 
tecting the mental health of children during World 
War II and when it is past, for the aftermath of 
war may be even worse than war itself unless we 
take stock now and prepare for it. 

What does war do to children? Prior to this war, 
little has been reported on the psychological re- 
actions of children exposed to warfare. Practically 
all of the scientific articles and books on the psy- 
choses and neuroses of war deal exclusively with 
Crichton Miller, “War 
arouses in the individual fear concerning the na- 


adults. According to H. 
tion, the local community and the family circle.” 
The main sources of such fear are: (1) The risk of 
attack and injury; (2) Economic changes; (3) The 
threat of family separation; and (4) The threat 
of shortage of food and deprivation of luxuries and 
pleasures! This war includes all the fears and 
dangers of other wars plus those due to the bridg- 
ing of distances. 

In no other war were there radios to invade the 
home and bombard the inmates with news of ruin or 
impending disaster. In other wars, the soldier felt 

*Read before Joint Session of the Mental Hygiene 


Society of Virginia and the Virginia Conference of 
Social Work, April 24, 1942. 


that he was acting in defense of the home. Now, 
because of air raids the home may be the actual 
theater of war with casualties among the soldier’s 
family. Many an English school child has return- 
ed home from day school to find the home gone. 
Added to the increased hazard to the four walls of 
the home are uncertainties and fears that grow 
out of these hazards. And fear is something we 
don’t know much about. Fear is like fire and water 
and wind, a good servant but a bad master. It is 
so contagious that it is relatively easy to stampede 
a herd, whether of people or cattle, and in such a 
stampede many destructive forces may be un- 
leashed. 

At the outbreak of World War I, a decreased 
delinquency, not wholly attributable to the enlist- 
ment of criminals, was generally observed and may 
be partly accounted for by the outlet provided for 
aggression. Later this change was reversed and an 
increase of over 150% was recorded in Berlin 
during the period of 1914-16. 97% of the 1916 
cases were for larceny. After the war, there was 
an increase in juvenile delinquency in the United 
States, followed by a period of decrease. More re- 
cently from Great Britain comes the following 
report about World War II (“Time”, March 24, 
1941): 

“Great Britain's figures covering only the first four 
months of 1940, showed a 50 per cent increase in crimes 
committed by children under 18. Chief offenses: steal- 
ing, breaking into homes and shops. 

“Manchester suffered a juvenile crime wave that set 
an all time record up 77 per cent over 1939. Of 1,323 
children indicated on criminal charges, 797 were boys 


and girls of 14 or less. The rest ranged in age from 
15 to 17. 

“In London (March 20, 1941) juvenile courts were sit- 
ting double their pre-war hours to hear the stories sullen 
One curious fact they had unearthed: 


poverty does not, as in peacetime, lead to crime. On 


juniors told them. 


the charge sheet 20 boys were listed in a day, eight of 
them only 16 years old. All were earning salaries big 
enough to support a respectable family before the war. 
Scores of one time errand boys were doing demolition 
work at L 4/5 ($17.00) a week. They gave their 
mothers $6.00, squandered the rest on liquor, gambling 
and girls. 

“Principal cause of Britain’s youthful crime wave was 
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the relaxation of grown-up authority. Many a father 
had gone away to camp, or worked overtime in a war 
factory. At least half of London’s compulsory grade 
schools had been destroyed by bombs, or converted to 
other uses. Parents had put their children to work (or 
taught them to beg) in order to bolster family earnings. 
With boys’ clubs broken up by evacuation, social centers 
taken over for war work, high-spirited youngsters turned 
to crime out of sheer boredom. 

“Britain's Government and press racked their brains, 
wondered what to do with youthful criminals. Homes 
for delinquent children were overflowing, convicted mop- 
pets were being crowded in prisons with hardened felons. 
Britons rubbed their eyes and thought of Indiana’s John 
Dillinger when one day (last week) five young despe- 
radoes broke out of Borstal Prison, piled into the gov- 
ernor’s car and made off.” 


We may have to deal with a similar situation 
if war comes closer to America. Not due just to 
a breakdown of parental authority but also to lack 
of adult guidance and a definite program that 
youth needs and desires. 

Report from Tavistock Clinic in England gives 
a Summary of Debate between clinicians as fol- 
1941, P. 121). 


under 


lows: (see Lancet, January 25, 
“After the last children 
strain, with resulting catastrophe. This war added 


war grew up 
to war-strain the problem of separation from home 
and from the protection of its authority; and the 
threat to mental health is a serious one. A worker 
among 15,000 city bred evacuees stated: Symptoms 
produced by bombing were easy to clear up. Those 
due to separation were much more difficult. 420 
cases of breakdown occurred—249 boys and 171 
girls (71% to 11% years old). This was rather sur- 
prising as emotional tension was supposed to be 
at its lowest at that age. (Several clinics reported 
cases of anxiety states with baldness among chil- 
dren following air raids.) 

‘“Psychoneurotic and behavior disorders repre- 
sented 25 each. Psychoneurotic cases consisted 

incontinence, hysterical vomiting, 
fits The 
anxiety depression cases is now the highest of all. 


of: enuresis, 


sleepwalking, and tics. percentage of 
In face of constant difficulties and dangers there 
seemed to be a tendency to regress to an earlier 
stage of development. Some physicians were of the 
opinion that the evacuated child was worse off 
than the child left in London.” 

The Bristol Child Guidance Clinic (Lancet, 
November 8, 1941) noted a marked increase in 
juvenile delinquency mainly in the dull children 
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(I. Q, 70 to 85). They have increased six fold in 
delinquency, and represent one-third of total cases. 
These children at 14 years have mental ages rang- 
ing from 9% to 11% 


\% years. They have little fore- 
sight and are unable to plan. Their memories are 
so poor that they learn slowly from experience. 
They are more suggestible and easily led astray. 
They require much more supervision than normal 
or average children. Under war conditions they are 
receiving not more but less supervision. The high 
grade feebleminded children represented a fifth of 
the cases, and showed an increase of 40° in de- 
linquency. 

Dr. Gillespie of Guys Hospital, London, in 
“Psychological Effects of War 
Soldiers” states that children 
through raids in houses not hit by bombs showed 


on Citizens and 


who have been 
no lasting effects of the experience. 

In a follow-up of 44 surviving children who were 
in a bombed hospital only five had symptoms 
traceable to their experiences. These were children 
under 5% years. The children five to eleven re- 
garded the bombing as high adventure and those 
over eleven showed chief concern for the younger 
children. 

The Bristol Child Guidance Clinic reported 
(Lancet, October 4, 1941) “Of the children ex- 
posed to a major air raid 61° showed signs of 
strain for a period of between three weeks and 
two months. After seven months 11% of the chil- 
dren still show persistent symptoms.” 

Dr. W. E. R. Mons, a School Medical Officer 
(reporting in British Medical Journal, November 
1, 1941) tells of the behavior of the “bombed” 
child: “Previously good and intelligent children 
became suddenly obstreperous, destructive, mis- 
chievous, lazy, truant from school, and, in short, 
unmanageable. These children reveal as the fore- 
most symptom a strange inability to occupy them- 
selves constructively in their free time.” He states 
further: “Air raid shock is not a neurosis in the 
true sense. It does not affect only those with a 
strong predisposition, as in the case of the war 
neuroses, though it is easy to discover such pre- 
dispositions in a large percentage of the children.” 
(Rorschach used as diagnostic aid.) 

Anna Freud’s observations on children in the 
Freud nurseries indicate that so long as bombed 


children are not separated from their families or a 
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familiar parent substitute they do not seem to 
be particularly affected by air raids. She thinks 
that the greatest harm to the children under fire 
is that their destructive impulses instead of being 
socialized as in peacetime will find justification in 
present war conditions with their incidents of 
wholesale destruction. Instead of being shocked into 
illness as some have supposed, the tendency is for 
such children to become brutalized. For this rea- 
son children have to be safeguarded against the 


primitive horrors of war. 


Those of us in the United States who have work- 
ed with children since World War I have had many 
cases from homes which were disrupted by neuro- 
psychiatric casualties, in or other ways, as a result 
of the war. We have case histories in the files of 
the Children’s Memorial Clinic of disturbed chil- 
dren from homes of World War Veterans. We also 
know that in the midst of the depression follow- 
ing the war there was a tremendous rise in the 
number of children who placed security as_ the 
thing most to be desired among their wishes. In the 
days of depression, security meant a job or some 
possibility of maintenance which would not be at 
the expense of personal dignity. Today security 
connotes protection from actual physical danger. We 
know that among our former patients were a group 
balked 


normal adjustments in wage earning and who, as 


of older adolescents who were in making 


a consequence, developed habits of idleness, un- 
wholesome personality traits, and behavior prob- 
lems for which heavy penalties were paid in later 
years. We know that the past decade’s problem 
of the 


traced to World War I. Is it a significant fact that 


vast army of unskilled workers can be 
a large proportion of the dangerous criminals of 
today are in their twenties? They were very young 
children during our participation in World War 
I. At that time Americans who stayed at home 
were in the midst of much bickering and violent 
talk. In many homes there was rejoicing over the 
killing of the enemy. In some the hope was freely 
expressed that Hun babies might be murdered in 
the same way that it had been reported that in- 
fants of other nations had been massacred. Every- 
where adults were at a high pitch of emotion. In 
looking back on those days, it is not surprising 
that children born in such an atmosphere of hatred 


and violence should have accepted violence as a 
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normal way of life, and that the more unfortunate 
ones, unchecked by social taboos, at adolescence en- 
tered upon careers of robbery and murder. Nor is 
it surprising that we have found frequently among 
others now in their early twenties the expressed 
belief that another war was needed; nor is it sur- 
prising that many of the boys 18 and 20 are look- 
ing upon the Army as a source of security and have 
gone to it for refuge after the failure of our social 
order to provide jobs or make them feel that they 
are wanted. Some of them, now that they know the 
armed forces want them, are expressing satisfac- 
tion in a way of life that is more acceptable than 
what they have known. The effects on children of 
the present epoch of insecurity cannot yet be 
measured, but will probably be more tangible years 


after this period of emergency has passed. 


The fact that so little has been reported in re- 
gard to the psychological and other reactions of 
children in war time should be a challenge to us 
to keep better records and accumulate data on 
which more adequate research might be based. Our 
experience in Virginia with the War Between the 
States, and World War I, has taught us what war 
does to the family and consequently to the child. 
War takes away the father or brother, throws the 
mother into unaccustomed tasks outside the home, 
disrupts the relations of parents and children, may 
change destructively the pattern of community liv- 
ing. Communities are denuded of doctors, ministers, 
teachers and other leaders—all needed in the war 
machine. Social services are stripped to the barest 
skeleton and mental hygiene clinics may be re- 
duced in function; although it is gratifying to note 
that in England they found it necessary to establish 
from 4 to 5 child guidance clinics in each of the 
counties in order to take care of the problems which 
arose in the dislocations following the transfer of 
children from city to the country, but many such 
clinics will be affected because the Army needs all 
available psychiatrists. When the war is over, we 
shall 
invariably follow in the period of readjustment. 


have to deal with chaotic conditions which 
In this country, of course, many of our clinics may 
be reduced in function, because the psychiatrists 
are needed in the Army. During and after the war 
health conditions of many groups may suffer as a re- 
sult of rapidly expanding war work centers, hous- 


ing shortages, etc. Many strange family situations 








will arise to affect the mental health of children. 
If clinics, schools, and social agencies, are to play 
a part in the conservation of child life in war time, 
we must see to it that these agencies are disturbed as 
little as possible by rapid turnover on the staff, 
lack of finances, etc. In England the transfer of 
city children to the country, because of the war, 
exposed more graphically than any other medium 
the inadequate recreational, education, and housing 
facilities, health services, etc., available to under- 
privileged children of English cities, and when the 
countryside was put to the test of caring for these 
children, it became apparent how thin the social 
services of the countryside were. 

Eleanor Glueck in Survey Graphic, March, 1942, 
states “If we can anticipate any parallel with the 
English experiences in the first year of war, be- 
fore community resources were mustered, it seems 
evident that we must expect a marked increase in 
our own rate of juvenile crime. At the end of the 
first year of war the English Board of Education 
reported that the number of children under 14 
convicted of offenses was 41% higher than in the 
previous year; in the age group from 14 to 17, 
22% higher. The increase was largely in burglars, 
looters, and thieves.” 

Now, what do we find in the United States? So 
far the 
somewhat conflicting. Here are some sample re- 


reports about juvenile delinquency are 


ports from Virginia Juvenile Court judges: 

Ciry NuMBER ONE Reports: “I do not think 
that there has been any change which is directly 
attributable to the war, in the delinquency situa- 
tion here. I doubt whether such results as may 
follow have had long enough to develop. 

“There has been some delinquency which may 
have been caused by housing congestion here due 
to the large increase in population and inadequate 
housing, but it is difficult to trace any cases directly 
to that. 

“There has been an increase in the number of 
voung girls leaving home elsewhere and coming to 
our city because of the number of young men in the 
military and naval forces here; and also difficul- 
ties with the girls here who run away from home 
and make contacts with sailors, particularly.” Ac- 
cording to my definition of delinquency the above 
picture shows an increase especially in the missing 
girl problem, directly attributable to war. 
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City NumBer Two Reports: “You will ob- 
serve that the total appearing for the first quarter 
of the current year is appreciably lower than the 
number appearing for said quarter during either 
of the preceding four years. I have tried in vain 
to procure reliable statistics on juvenile delin- 
quency during the first World War. As you know, 
the Virginia Juvenile Courts were established im- 
mediately following the termination of that War 
and there is apparently no reliable data on the 
situation in Virginia. 

“Personally, I doubt if we can believe that the 
decrease over the first quarter of this year, as re- 
flected by the above tabulation, is due entirely to 
the War. Nevertheless, most of our delinquent chil- 
dren do come from homes, inadequately provided 
for. The large Ordnance plant nearby and the bag 
almost 


loading plant 


wages, a large number of the parents of our chil- 


employ, at unprecedented 
dren who have had contact with the local juvenile 
court. This circumstance, I feel confident, has had 
a most uplifting effect. Again, quite a number of 
local children who have had contact with the court 
are presently engaged in some branch of the civil 
defense which activity has a tendency to curtail 
delinquency. It is my pure guess that the War, 
while it lasts, may tend to decrease juvenile de- 
linquency here. However, I fear that if real effort 
is not made to prevent it there will be a definite in- 
crease in juvenile delinquency in this city, state 
and nation immediately following the cessation of 
hostilities.” 

Ciry NUMBER THREE Reports: “The number 
of delinquents actually on the docket of the courts 
has increased to some extent, but the number of 
complaints from parents and cases handled unoffi- 
cially has increased very much. 

“I have noticed that the hysteria that follows 
war is noticeable in children from hearing the 
parents discuss the war and listening to war news; 
this should certainly be forbidden by parents, be- 
cause the child is emotionally upset and I am afraid 
that this will have its very serious consequences upon 
the adolescent child, because at this age as you well 
know children’s opinions and outlook on life are 
easily changed. I always look at a child and think 
of an individual with a vista of life of fifty or 
sixty vears and then I realize how careful the courts 
should be in handling children. I only wish parents 
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could realize this. We would perhaps have less 
delinquency.” 

City NumMBpr Four Reports: “My impression 
is that there has been a definite increase in the 
number of young girls involved in sex escapades 
and of boys mixed up in theft of cars and other 
forms of stealing. The number of cases cited 1 
think is not sufficient statistical evidence to deter- 
mine just what is the trend.” 

Crry NUMBER FIvE Reports: “We have had a 
small decrease in juvenile delinquency in the past 
three or four months, and a slight increase in do- 
mestic cases. Since work has. been so easy to find, 
and wages good the men desert their family and 
refuse to send any money for the support of their 
dependents. Desertion and non-support is one of 
the most serious problems we have at present. Out- 
side of the above mentioned problems we are al- 
most stationary, very little difference either way.” 

Now, as to the recent behavior of our children 
under treatment at the Children’s Memorial Clinic 
Since Pearl Harbor our 


Part of 


we can report as follows: 


children seem to be less anxious. their 
change of attitude may be accounted for by the 
many convoys passing through Richmond, and the 
other evidences of our preparedness, plus a change 
in parental attitudes, plus the reassurance received 
from clinic contacts. 

“T feel 


when I see so many soldiers,” said a boy of seven 


Here are some of their reactions: safer 
whe used to have terror dreams about the war. 
“My father used to say our Army was so small 
it wouldn’t be a flea-bite to Hitler”, commented 
a twelve year old boy, “but he don’t talk that 
way now. We stood on the street three hours watch- 
ing truckloads of soldiers and tanks and guns roll 
by and I’m not afraid anymore.” Said a 13 
old, “I used to worry about the war because I 
thought it would last so long that Hitler would come 
over here and lick our little army and kill us. Now 


year 


when I see so many convoys my only worry is 
because our army is so big that it will end the war 
before I am big enough to help.” 

Of course, I don’t think that these children have 
been reassured solely from what they themselves 
have seen. The confidence and optimism expressed 
by these youngsters today is in large measure a re- 
flection of the change in attitudes and feelings of 
their parents plus example, plus the therapeutic 
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impact of clinic treatment which includes reas- 
surance and interpretation. 

There are still some phases of the total war pic- 
ture that cause our children to worry. The more 
intelligent ones sometimes express fear that male 
members of their families will be called away for 
military duty, but these fears are not as obvious as 
the picture of anxiety which they showed a year 
ago when Richmond parents were talking about 
the invincibility of Hitler’s armed forces and pre- 
dicting disaster for anybody who dared stand in 
the way of the Mad Man of Berlin, and the radio 
was going constantly sounding its voices of doom. 

I don’t know how to evaluate all this. Children 
have always reflected the thoughts, opinions, and 
attitudes of their parents. Boys and girls of the 
frontier days feared the Indians, and between raids 
had terror dreams about them. Later they dreamed 
the British were coming, and during the war be- 
tween the States they were afraid of what “the 
Yankees might do”. 

Abstract peril frightens youngsters much more 
than concrete danger. We can cite a number of 
cases of children who were continually frightened 
by the abstract who rose to heights of heroic achieve- 
ment when faced by some real danger. 

Since Pearl Harbor most of our children have 
expressed confidence of allied victory. 

The younger children (under 8) “go for” the war 
toys in my office. Once I did not include any war 
toys among our playthings, but I observed that the 
youngsters took ordinary boats which they had 
made in our Therapeutic Workshop and called 
them battle-ships, and used regular civilian type 
planes to bomb the doll house. This popularity of 
war toys is, of course, to be expected. I remember 
how I used to sink the Spanish fleet in our mill- 
pond. 

The children who a vear ago were working on 
plans for air raid shelters are still at it and seem 
to get a feeling of confidence by elaborating their 
plans. Others are digging caves for shelters. 

Here are two extra-clinical reactions since Pearl 
Harbor — Carolyn, a. bright 9 year old, in re- 
sponse to an air raid warden’s questionnaire had 
terror dreams which she recited at breakfast. The 
only other terror dreams she had ever related fol- 
lowed the burning of the house next door before 
midnight the year previous to this. The child was 
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allowed to relate her dreams at breakfast uninter- 
rupted. The father who never forgets Carolyn’s 
ready sense of humor weighed her question—I 
never thought Hitler would bomb us—Will he, 
Daddy?” The father replied “Why Carolyn, of 
course, Hitler has a list and this little house is 
first on his list. It’s marked with a big X. And who 
do you think comes next on his long list?” She 
answered, “I don’t know.” The father said, “Why 
think a while, Carolyn—President Roosevelt comes 
next! Now who do you think comes next?” By this 
time she was smiling and countered quick as a 
flash. “I know! Mickey Mouse comes next” 
Another girl of twelve asked immediately after 
war was declared: “Will Will I 
have to stand in line for sugar? Will Hitler bomb 


>99 


us? 


schools close? 


Other behavior reactions observed in our clinic 
showing how the war has affected the children in 
various ways include the following: Treatment for 
a boy 9 years old had to be terminated because 
The 


father is a civil engineer employed on a defense 


the father was transferred to another city. 


job. The boy was showing definite improvement. 
Psychiatric service is probably not available in the 
city to which the family have moved. 

A boy 15 
Juvenile Court. He is 
parents, particularly the father. Industrial school 
was thought the most advisable plan to meet the 
boy’s needs. The father did not want this ar- 
rangement saying that he thought such a record 
woud keep him out of the army and he is anxious 


years of age was referred by the 


obviously rejected by his 


for him to join as soon as he can. 

A mother reported that she had not realized the 
effect of radio news pertaining to war on her two 
children age 10 and 12 until recently when she en- 
couraged the children to listen to the broadcasts of 
the English children to their parents. Both of the 
girls ran crying from the room and begged her to 
turn off the radio. 

A boy, age 8, comes from a broken home. He has 
been dragged about the country from place to place 
and this fall was reunited with his father. He had 
but under 
showing improvement at present. He is living in a 
foster home. The father stays in the same home. 
Recently, however, the father said he fears that he 


developed many fears treatment is 


is going to be sent on a war industry job in a con- 
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gested camp area and wonders about plans for the 
boy’s care. 

A number of children who are being seen for 
psychiatric treatment once a week cannot have as 
frequent interviews because of lack of transpor- 
tation facilities. These particular children living in 
foster homes in the country are under the care of 
a children’s agency. Because of the need to save 
on transportation, due to tire shortage, less fre- 
quent visits must be made regardless of the need. 

A girl age 6 cared for in an orphanage and seen 
at the Clinic because of being slow and also having 
an anxiety neurosis had an attack during the 
practice black out in Richmond. 

One boy worries because he is part German. He 
is an unwanted child who feels most inadequate. 
He likes to talk “big”, tends to bully other boys, 
is extremely noisy and destructive. In Workshop 
he made a clay head of Hitler and later a papier 
maché Hitler head which he exhibits proudly. 

A boy who has a vivid imagination talks of a 
death ray which will put all enemies out of 
mission. This boy has never made a satisfactory 
group adjustment. He is afraid his Daddy will 


com- 


have to go to war. 

An adolescent girl thinks the soldiers who swarm 
into town on weekends are lonesome and she at- 
tempts to comfort them by giving all they desire. 

A boy of 14 says he hopes the war lasts long 
enough for him to get in it. 

Now, what can we do? The way is pointed in 
“Survey-Graphic” April, 1942. “A Children’s 
Charter in Wartime adopted by the U. S. Children’s 
Bureau Commission on Children in Wartime at a 
Conference in Washington March 18, 1942” states 
“We are in total war against the aggressor nations. 
We are fighting again for human freedom and 
especially for the future of our children in a free 
world. Children must be safeguarded—and_ they 
can be safeguarded—in the midst of this total war 
so that they can live and share in the future. They 
must be nourished, sheltered, and protected even 
in the stress of war production so that they will 
be strong to carry forward a just and _ lasting 
peace. Our American republics sprang from a 
sturdy yearning for tolerance, independence, and 
self-government. The American home has emerged 
from the search for freedom. Within it the child 
lives and learns through his own efforts the mean- 
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ing and responsibilities of freedom. We have faith 
in the children of the New World—faith that if our 
generation does its part now, they will renew the 
living principles in our common life and make the 
most of them. 

“Both as a wartime responsibility and as stepping 
stones to our future and to theirs—we call upon 
citizens young and old to join together to— 

“TJ. Guard children from injury in danger 
zones. 

“TI. Protect children from neglect, exploita- 
tion, and undue strain in defense areas. 

“TI. 
parents are mobilized for war or war production. 

“TV. 


every race and creed to take their part in democracy.” 


Strengthen the home life of children whose 


Conserve, equip and free children of 

Some of the immediate things which seem to stand 
out are: 1. Utilize the English plan of diverting 
the energies of children from destructive and nega- 
tive activities to constructive community effort. To 
carry this out it would be necessary to provide day 
care either at nurseries or public schools for the 
younger children, and for the older ones. planned 
activities such as those of the Youth Service Corps 
whose functions range from filling sand bags for 
the Home Guard to collecting music for the Navy. 
Also, they act as messengers for air wardens just as 
our scouts do. Some of their energies could be di- 
rected to salvaging waste products such as scrap 
metal, paper, rags, etc., and helping with collection 
of trash. The program could be enlivened by drills 
to music, dramatics, art classes, and various forms 
of athletics. 

2. Enlarging Crime Prevention Bureaus where 
they already exist as in Richmond and establish- 
ing them in other places where needed will lengthen 
and strengthen the arm of the law. The Crime Pre- 
vention Bureau is able to reach out and deal with 
conditions in public places which endanger the 
welfare of children and adolescents, and to reach 
individual cases of and 
The 


and women with some training and experience in 


delinquents pre-delin- 


quents. Crime Prevention Bureau has men 
social case work, so that they can recognize the 
nature of the problems they meet and refer them to 
the appropriate social agencies for rehabilitation or 
preventive treatment. 

3. In addition to the burden now carried by Social 


Agencies and which will be greatly strained, there 


VIRGINIA MEpDICAL MONTHLY 


435 


is a rieed for schools and churches to assume ad- 
In the 
first recognition of the potential delinquent. What- 


ditional functions. schools may come the 


ever facilities exist in schools for the recognition 
and treatment of children with special problems 
should be increased and improved. This should in- 
clude counseling by trained counselors. The school 
substitute home—a familiar home. In these 


is a 





times with the parents both perhaps in war indus- 
try and away all day, the school could serve even 
more adequately as a base for the child. It might 
even stay open during the summer in such areas 
where there is need of this, and may plan a special 
program of activities including nutrition, rest and 
recreation, as well as some constructive work. 

Churches can help especially in building up the 
morale of children and adolescents by demonstrat- 
ing to them how they can serve their country, their 
church, and their homes by unselfish participation 
in the war effort. Each and every child and youth 
must be made to feel necessary. This is something 
that we have failed to capitalize upon as adequately 
as the totalitarian countries have done. 

Perhaps America’s greatest casualty from the last 
war was a narrow nationalism, an anachronistic iso- 
lationism that filtered into too many homes, too many 
classrooms, and ied too many professions to a 
smug unawareness of the interdependence of all 
peoples everywhere. At the close of the war, as a 
juvenile court judge has stated, there were very few 
juvenile courts. Also, there were even fewer psy- 
chiatric clinics for children. Today we have an ex- 
tensive juvenile court system throughout the United 
States and child guidance clinics and other psy- 
chiatric clinics for children have increased a hun- 
fold. Social 


resources have 


dred services and other community 


reached levels undreamed of in 
those days. The present war has stimulated a world 
consciousness among our youth to such an extent 
that even the least among them are better informed 
and are doing more thinking about the world con- 
ditions of life in our time than the most thought- 
ful and best informed youth of 1918. The future of 
education, character training, mental hygiene and 
other medical and social services, art, music, and 
so forth, all of these things enter into the thinking 
of youth of today. They are not so preoccupied with 
the war that they cannot do some post-war plan- 
ning. This is even more apparent to those who in 
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addition to daily contacts with youth listen to such 
programs as Town Hall programs. In a recent 
meeting youths asked repeatedly how to combat the 
ideology of Nazi youth, and insisted that their 
elders and leaders give clear, honest answers. 

Today we have the framework to do sound pre- 
ventive work. Schools and churches and medical 
and social forces everywhere must do a better job 
than in 1918. Today we in Virginia have an op- 
portunity to mobilize our resources to avert a 
chaotic increase in delinquency. To do this we may 
have to re-evaluate some of our services. To do this 
we shall have to show a flexibility in planning, and 
a soul-searching honesty instead of a facility with 
statistics. And there is no time for sparring. This 
means a cooperative job. It means taking counsel 
within our state and with leaders from beyond our 
borders—as some communities are doing. It 
necessitates an intelligent awareness of how, when 
and where we should supplement community re- 
sources with such national organizations as U.S.O. 
as has been done in Norfolk, Dublin, Alexandria, 
Petersburg, and other communities, and as Sandston 
is now in process of doing, or by N.Y.A. as has 
been done in Roanoke and other cities. 

Wherever a community faces rapid expansion 
because of war industry areas or cantonments, 
wherever the city or town is a “place of leave” for 
the armed forces, it seems likely that local re- 
sources must be augmented. Such expansions will 
not, according to the law of probability, decrease 
the problems normally handled by the community 
agencies whose work load throughout Virginia we 
have been told is a full load. Realism at this point 
seems to challenge us to take a lesson from those 
communities that are solving their problems, re- 
gardless of geography, or politics, or the previous- 


ly accepted pattern. 
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Here, too, youth’s questions may give us a lead. 
Listen to a husky 14 year old boy, an only child, 
who says “I want a job this summer. My father 
and mother are both working. I have to spend my 
summers at the beach—not this year! I’m too young 
for most jobs I’ve looked into. What shall I do? 
Will the Farm Corps just set up be his answer, or 
what ? 

Or listen to these questions from young adults: 
“Why are there such long queues of soldiers wait- 
ing for food as I saw here (Richmond) 
Sunday? Must certain restaurants close on Sunday ?” 


Easter 


“Why do Navy men say they are better liked in 
Richmond than are soldiers?” This question I found 
later referred to the quarters furnished by Navy 
Mothers. 

Or another asks, “How do the soldiers pick up 
such baby-dates as we see in the Sunday movie 
crowds ?” 

These are youth’s questions. Are they also yours? 

Let us return to the quotation from the judge 
of the juvenile court of Virginia City Number 
Three, “I always look at a child and think of an 
individual with a vista of life of fifty or sixty 
years.” 

This long-view challenges us to social-planning 
that will decrease delinquency, nor is its meaning 
related only to a time of emergency. It is related 
directly to winning the war and planning for peace. 
Even the gloomiest pessimist is not apt to predict 
an emergency of 50 years. The sternest challenge 
of this long view is to see in the boys and girls of 
today the potentials of leadership which the world 
will sorely need tomorrow. As Lewis Mumford 
phrased it, “They are the cultural seed corn of to- 
morrow. Save the seed corn!” 


1001 East Clay Street. 





DISTURBANCES OF CARDIAC RHYTHM* 


BERNARD LipMAN, M.D., 
Norfolk, Virginia. 


In beginning a study of abnormalities of cardiac 
rhythm, it is perhaps best to review briefly the 
anatomy and physiology of those structures concern- 
ed with the propagation of the heart beat. 





*Presented before the Norfolk County Medical Society, 
November 17, 1941. 


The sino-auricular (Keith-Flack) node, com- 
posed of striated fibres whose cells are smaller than 
those of auricular muscle and which are innervated 
by both the vagus and sympathetic nerves, lies in 


the sulcus terminalis, at the junction of the right 
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auricular appendage and the superior vena cava. 
The atrio-ventricular node, similar in appearance 
to the sino-auricular node, is located on the right 
side of the inter-auricular septum; and proceeds 
into the auriculo-ventricular bundle (Aschoff-His- 
Tawara), which forms the conduction system be- 
tween auricular and ventricular tissues. As the 
bundle approaches the intraventricular septum, it 
divides into the right and left bundle branches, the 
right arborizing downward on the intraventricular 
septum before it spreads, the left bundle branch 
dividing into three smaller branches which then 
spread to form the subendocardial interlacing net- 
work known as the Purkinje fibers. 


The excitatory factors initiating the primary 
propagating impulse at the pacemaker are in- 
completely understood, but it is believed, theoreti- 
cally, that the initiative is produced by a change 
in electric potential in the nodal cells, due to an 
unstable state of equilibrium between negatively 
charged ions in the cell protoplasm, and positively 
charged ions in the surrounding tissue fluid. The 
change in electric potential leads to chemical 
changes, it is believed, which cause contraction of 
the cell, and a spread of local current from the ac- 
tive negative cell to nearby inactive cells. In the 
auricles the impulse spreads radially until the 
auriculo-ventricular node is reached, ending auric- 
The 


through the auriculo-ventricular node and bundle, 


ular systole. stimulus then slows, passes 
then through the right and left bundle branches to 
the Purkinje arborizations, completing ventricular 
systole. After a brief period of rest, the excitatory 
process begins again at the sino-auricular node. 

Instead of following the usual classification of 
irregularities of the heart beat on a physiological 
basis, this review will concern itself with the diag- 
notic differentiation of clinical problems as _ they 
present themselves. Thus, we will consider the 
regular, but rapid heart beat; the slow, regular 
rhythm; the rapid, irregular mechanism; and, 
finally, the slow, irregular action. 

The rapid, regular heart beat offers the problem 
of differentiating between, in the order of their 
clinical frequency, sinus tachycardia, paroxysmal 
tachycardia, and auricular flutter. 

Sinus tachycardia consists in a regular cardiac 
action at a rate which is maintained above the ac- 
cepted limits for that individual. The onset and 


disappearance are usually gradual. It is generally 
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due to joint effect of suppression of vagal, and 
stimulation of the sympathetic, influence upon the 
sino-auricular node. It occurs as a normal phenom- 
enon in some individuals, may be the physiological 
result of excitement or exertion in others, or may 
be the effect of the action of drugs such as atropine 
or epinephrine. On the more serious side, it may be 
the effect of active cardiac disease, or of congestive 
heart failure, or thyrotoxicosis, or the reaction to 
the fever accompanying infectious diseases. Sinus 
tachycardia of the simple type presents no prog- 
nostic problem; when it accompanies cardiac fail- 
ure, thyroid disease, or acute infectious processes, 
the prognosis is that of the underlying condition. 
Treatment in sinus tachycardia must consist in re- 
moval of the cause, whether it be psychogenic or 
organic in origin. 

Paroxysmal tachycardia is due to a rapid, usually 
regular rhythm, of sudden onset and sudden offset, 
originating in some point in the auricles, ventricles, 
or junctional tissues, generally outside of the normal 
pacemaker. The rate usually is between 160 and 
and 180, but may be as high as 240. In rare cases 
there may be a gradual onset and disappearance. 
The commonest type is auricular paroxysmal tachy- 
cardia, occurring about 20 times as often as the 
ventricular variety. The prognosis in this type is 
good, generally speaking, because it usually is not 
associated with organic heart disease. Paroxysmal 
tachycardia of the ventricular type, on the other 
hand, is very important, because it usually signifies 
a very serious cardiac ailment, and may in itself 
be a terminal condition. Fortunately, this condition 
is rare, but sometimes occurs clinically as a pre- 
lude to ventricular fibrillation and death in coronary 
artery occlusion. It is similar outwardly to the 
auricular form except that it is less regular, a 
slight fluctuation in rate becoming evident in suc- 
cessive minute counts. Junctional tachycardia is 
very rare, and is unimportant when it is of short 
duration, but most cases reported have persisted for 
many months; and the cardiac reserve has been 
diminished as a result of the persistent rapid rate. 
The treatment of paroxymal tachycardia may be 
simple or difficult. Fifty per cent of cases are said 
to respond to carotid sinus pressure, the oculo- 
cardiac reflex, or vagal stimulation in some form. 
For direct parasympathetic stimulation, acetylbeta- 
methylcholine has been used in does of 10-40 mgm., 
and is successful in 75% of the cases. Intravenous 
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use of calcium chloride or gluconate (10 cc. of 10% 
solution); magnesium sulfate (10 cc. of 20%), 
digitalis (0.5 gm.), and quinine dihydrochloride 
(0.5 1.0 gm.) has. been suggested and these medi- 
cations are highly efficacious. The 
digitalis is indicated particularly, of course, if 
cardiac failure impends. It has been claimed recently 
that intravenous quinine dihydrochloride will bring 
about cessation of the attack within 45 seconds; 
but fatalities with this drug have been reported. 
Quinidine sulfate by mouth has been effective in 
high dosage, as much as 0.4 gm. every hour for 8 
doses. A maintenance dose of quinidine serves to 
diminish the frequency and duration of succeeding 
attacks, as do daily prophylactic doses of either 


intravenous 


calcium or potassium. 

Auricular flutter is a disturbance of auricular 
activity characterized by abnormal, regular con- 
tractions at a rapid rate, between 200 and 400 a 
minute, with an average of 300, the ventricular rate 
depending upon the degree of auriculo-ventricular 
block which exists. Rarely a 1:1 rhythm occurs, 
in which case the auricular and ventricular rates 
are equal. Usually a 2:1 block is present, with 
a ventricular rate of 150; if the block is 3:1, the 
ventricular rate will be 100. Occasionally the ven- 
tricular rate exhibits an irregular regularity be- 
cause of varying degress of auriculo-ventricular 
block. Auricular flutter probably is produced by a 
circulating wave of excitation and contraction about 
the great veins of the right auricle. If the rate of 
the circus movement exceeds 400, it may blend into 
auricular fibrillation. Auricular flutter, like fibril- 
lation, occurs most often in the presence of heart 
disease; and only rarely does it occur in a normal, 
healthy heart. Most commonly it is found as a com- 
plication of rheumatic heart disease with mitral 
stenosis, hypertension, thyrotoxicosis, and occlusive 
coronary artery disease. Auricular flutter is usually 
not serious in itself, but prolonged tachycardia in 
cases refractory to treatment may lead to heart 
failure and death, when the flutter complicates a 
serious heart disease. Auricular flutter responds 
better to digitalis than to quinidine. Sometimes 
complete digitalization will cause a return to normal 
rhythm; in other cases digitalis will change the 
flutter to auricular fibrillation, and at this point 
withdrawal of the drug may induce a normal 
rhythm. If digitalis produces a slowing of the 
ventricles but no change in the auricular rate, it 
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should be continued in maintenance dosage. If 
digitalis is unsuccessful, a course of quinidine 
should be given, consisting, as suggested, in 0.4 
gm. every 2 hours for 5 doses a day, continuing 
this for a week, if necessary. 

A slow rate but regular rhythm may be simply 
a manifestation of sino-auricular bradycardia, or 
on the more serious side, of auriculo-ventricular 
block with complete auriculo-ventricular dissocia- 
tion. 

Sino-auricular bradycardia, which is due chiefly 
to excessive vagal effect on the pacemaker, is a nor- 
mal mechanism at times. It may, on the other hand, 
be a reaction to increased intracranial pressure, 
jaundice, or certain diseases such as influenza or 
typhoid fever. 

Complete heart block must be suggested when the 
rate falls below 40 a minute. In this condition, 
there is complete dissociation, the auricles respond- 
ing to the sino-auricular node, the ventricles beating 
independently at a slow, regular rhythm, activated 
by the auriculo-ventricular node. Auriculo-ventricu- 
lar nodal rhythm, an extremely rare condition, dif- 
fers from the above in that both auricles and ven- 
tricles respond to a stimulus arising in the auriculo- 
ventricular node. It is in complete heart block that 
the dramatic picture known as the Adams-Stokes 
syndrome occurs. Perhaps as the result of temporar- 
ily increased vagal tone, there may occur a prolong- 
ed period of ventricular asystole, which results in 
convulsions and collapse due to temporary cerebral 
anoxemia. Among the etiologic agents causing 
heart block are rheumatic fever, diphtheria, coro- 
nary sclerosis, syphilis, congenital defects, and tu- 
mors. Heart block is always of serious significance, 
for it usually denotes widespread myocardial dam- 
age. The therapy depends upon the underlying 
cause. In the Adams-Stokes syndrome, atropine, 
ephedrine, or barium chloride may be satisfactory 
prophylactic measures, but in the attack epine- 
phrine may be necessary to restore the irritability 
of the auriculo-ventricular node. 

A rapid irregular cardiac mechanism usually 
means auricular fibrillation, particularly if the ir- 
regularity persists as the heart rate rises to 140. An 
irregular rhythm caused by premature contractions 
will usually disappear on increasing the heart rate, 
and will return as the rate falls. Also to be con- 
sidered, however, are disturbances due to a shift- 
ing degree of auriculo-ventricular block -in auricu- 
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lar flutter, which has been mentioned as a cause 
of an irregular regularity; and intermittent, brief 
paroxysms of tachycardia. 

Auricular fibrillation is perhaps the third most 
common of the cardiac arrhythmias, premature con- 
tractions and paroxysmal auricular tachycardia 
ranking first and second. It is an absolute irregular- 
ity of the heart beat, and is believed to be due to 
a wave of excitation and contraction, circulating 
in a ring-shaped course in the auricles about the 
great veins, stimulating the remainder of the auri- 
cular muscles and the ventricles. It is closely related 
to auricular flutter, but in that condition the auricles 
contract at a rate of about 300 and the ventricular 
response is regular; whereas in fibrillation the 
auricular wave travels at a speed of 400-600 a 
minute, averaging about 500, and the ventricles 
respond as often as they can, and in an irregular 
manner. Auricular fibrillation is not necessarily a 
permanent condition; it may be paroxysmal in 
tvpe, although the persistent type is certainly more 
common. It is almost always accompanied by ser- 
ious heart involvement; rheumatic mitral disease, 
thyrotoxicosis, hypertension, and coronary artery 
disease being most frequently associated with the 
condition. Even though the appearance of auricular 
fibrillation in a case of heart disease is a serious 
omen, and may lead to cardiac failure or embolic 
phenomena, it must be remembered that it is the 
tachycardia, and not the irregularity, that increases 
the burden on the heart, and that with appropriate 
therapy a comfortable existence may be maintained 
for many years. Treatment must be selected to meet 
the requirements of the individual case. In fibril- 
lation which is the result of thyrotoxicosis, for ex- 
ample, the thyroid disorder must be treated and 
controlled in order to create any appreciable effect 
upon the arrhythmia. Drug therapy is limited es- 
sentially to digitalis and quinidine. Digitalis may 
act in several ways in auricular fibrillation. It is 
generally agreed that digitalis slows the ventricular 
rate by causing an increase in the grade of auriculo- 
ventricular block, so that fewer effective impulses 
reach the ventricular muscle. Because of the longer 
periods of ventricular diastole, with consequent 
more complete filling of the ventricles, the stroke 
volume and cardiac efficiency are increased. The 
effect of digitalis on the auricles may vary; for in- 
stance, it may, by increasing the refractory period 
block, 


of auricular muscle, cause intra-auricular 
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thus tending to break the circus movement; but 
usually it shortens the refractory period, this in- 
creasing the auricular rate and aggravating the 
auricular irregularity. Quinidine sulfate increases 
the refractory period of auricular muscle, thus 
slowing the circus movement, and if the drug ef- 
fect is enough to produce marked lengthening of the 
refractory period, the abnormal mechanism may 
cease suddenly. If at such time the sino-auricular 
and auriculo-ventricular nodes are too depressed 
for either to assume the role of pacemaker, sudden 
death will result, but this, fortunately, is a rare 
event. It is known that fatal embolic accidents have 
followed restoration of normal rhythm through the 
use of quinidine, and it generally is considered 
unwise to attempt quinidine therapy in a patient 
who has had previous embolisms. For this reason, 
also, it may be dangerous to use quinidine in any 
case of fibrillation of more than a month’s duration, 
for during that length of time intracardiac thrombi, 
particularly in the auricular appendages, may have 
developed. Again, if the fibrillating patient is in 
congestive heart failure, restoration of compensation 
through rest and digitalization must be accom- 
plished before quinidine can be employed. And, 
finally, it has been stated that the use of quinidine 
in a patient who has had long-standing mitral 
stenosis is of little value, simply because such pa- 
tients are not likely to respond to this form of treat- 
ment. 
Premature contractions, of little clinical signi- 
ficance, are the most common of all cardiac irregu- 
larities, and are due to abnormal stimuli arising 
in various portions of the heart, the auricles, ventri- 
cles, the auriculo-ventricular bundle, or the nodes. 
If the abnormal impulse arises in auricular muscle, 
it spreads downward to the auriculo-ventricular 
node, causing a ventricular response, and upward 
to the sino-auricular node, releasing in impulse in 
the process of development, thus disturbing the 
normal rhythm. Premature contractions are of no 
real clinical importance except in three respects: 1. 
They may cause discomfort and palpitation and 
are often a source of worry to the patient; 2. they 
occur relatively more frequently in persons who 
have organic heart disease; 3. they may be directly 
due to over-dosage of digitalis or indulgence in 
tobacco or alcohol, elimination of which will re- 
lieve the arrhythmia. Therapy should consist in 


reassurance, unless the discomfort is sufficient to 
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cause real fear. Then sedation may be attempted, 
and, if necessary, quinidine and digitalis, although 
the latter are not advised. 

A slow, irregular rhythm of the heart may be 
simply a sinus bradycardia interrupted by premature 
beats or a sinus arrhythmia, but more important, 
may be a digitalized fibrillation or a partial heart 
block. 

Sinus arrhythmia is an irregularity due to rhyth- 
mical alternating periods of slowing down and 
speeding up of the heart rate, as the result of 
fluctuations in vagus tone, and the concomitant ef- 
fect upon the rate of impulse formation. In this con- 
dition, essentially a benign one, with each deep 
inspiration, the vagus tone decreases and the heart 
rate increases; and during expiration the vagal 
depressing influence becomes enhanced and_ the 
heart rate slows. At times, a single long diastolic 
pause occurs without phases of quickening, and 
this 
auricular block. Sinus arrhythmia can usually be 


may be a sino-auricular stand-still or sino- 
diagnosed clinically, for with slow, deep inspirations 
and expirations, the irregularity is exaggerated; 
but when the heart rate rises above 100, as the re- 
sult of exercise, atropine, or amyl nitrate, the ir- 
regularity disappears. When seen in young in- 
dividuals, sinus arrhythmia is of no real import 
and requires no therapy; when it appears in elderly 
people it may be significant of underlying pathology, 
and therapy must be guided by the clinical picture. 

Much more serious than the condition just men- 
tioned is that of heart block, a term which implies 
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that there is interference in the spread of the ex- 
citatory process through some portion of the con- 
duction system. Heart block is almost always in- 
dicative of widespread heart disease, for it is un- 
likely that pathological changes would occur in 
the conduction pathway without involvement of 
the remainder of the heart. Delayed conduction 
time, partial and complete heart block are the usual 
forms of clinically recognizable heart block. The 
last has already been mentioned. A defective auri- 
that 
and 


culo-ventricular conduction implies merely 


the conduction time between the auricles 
ventricles is prolonged beyond the accepted 0.20 
second, but each auricular contraction is still fol- 
lowed in regular sequence by a ventricular systole. 
It is 


cular conduction interval to extend beyond 0.30 


unusual, however, for the auriculo-ventri- 
second without an occasional dropped beat, or fail- 
ure of ventricular response. In higher grades of 
auriculo-ventricular block, various rhythms may be 
established: thus, if there are only 3 ventricular 
responses to every 4 auricular beats, a 4:3 block 
is said to exist. If only every other impulse reaches 
the ventricles, a 2:1 block is present, etc. The diag- 
nosis of heart block often must depend upon electro- 
cardiographic records, for this method of study is 
the most definite way we have in dealing with all 
cardiac arrhythmias. The prognosis in heart block 
depends essentially upon the pathology causing the 
conduction disturbance, and therapy, also, must be 
directed against the etiological agent. 
Wainwright Building. 





CONSERVATIVE OBSTETRICS* 





M. P. Rucker, M.D., 
Richmond, Virginia. 


At no time in the history of the world has con- 
servative obstetrics been more needed than right 
now. For the purposes of this paper I have adopted 
the first definition of the word “conservative” as 
given in the Oxford Dictionary, i. e., “1. Charac- 
terized by a tendency to preserve or keep intact or 
unchanged.” The other definitions have to do with 
politics and mean the opposite of progressive. As 
the kind of 
obstetrics that is practiced we have maternal mor- 
bidity and mortality rates and fetal morbidity and 


measures of the conservativeness of 


~ *Read before the Post-Graduate Course in Medicine, 
Duke University Medical School, Durham, N. C., January 
14, 1942. 


mortality rates, as well as the results of our post- 
partum examinations. The maternal mortality and 
fetal mortality rates lend themselves readily to 
statistical study and can be applied in a state or 
nation-wide manner. The maternal morbidity statis- 
tics are more applicable to the study of results in 
hospitals where more detailed records are kept. The 
definition of “morbidity” varies with different le- 
calities and should be defined in each study. Fetal 
morbidity as applied to obstetrics has not been used 
as far as I am aware. Fetal mortality rates, while 
statistically accurate, do not give the entire picture. 


Some of the fetal survivals are much worse than 
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death itself. In a practice of nearly forty years, I 
can recall four such cases which stand out in my 
memory like sore thumbs. Postpartum examination 
is a more personal matter and the personal equation 
enters so largely in the estimate of the results ob- 
tained that it is not greatly used for comparison. 
However, it is the acid test that each obstetrician 
should apply to his own work. The importance of 
this test is not generally recognized by the public, 
and it is sometimes difficult to get the patient back 
for the postpartum visit. 
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then all-time low of 2.5 maternal deaths per 1000 
live births. The next year North Dakota had the 
lowest maternal death rate (2.4) and now Idaho 
holds the honor with a rate of 2.2. This is very 
close indeed to the ideal rate that Louis Dublin pro- 
posed a number of years ago. Dublin, who is the 
Insurance 
New York 
Maternity Center, one of the early agencies to be- 


statistician for the Metropolitan Life 


Company, was also a director of the 


come interested in maternal welfare. This associa- 
tion, by concentrating on good prenatal care, was 
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I propose to treat my subject first as a state-wide 
problem and then as an indvidual one. The ac- 
companying charts compiled by the Children’s Bu- 
reau show the maternal and infant mortality in the 
United States for 1939. The infant mortality is 
that for infants under one vear of age, but, since 
58% of these deaths are due to pre-natal and natal 
causes, the chart serves our purpose fairly well. 
The states that interest us particularly are those in 
the low group. In 1937 Connecticut reached the 


able to reduce maternal mortality 66%, stillbirths 
42° and infant deaths in the first month 32%, 
when compared with similar districts in New York 
City without the benefits of the Maternity Center 
supervision. Under the enthusiasm of this begin- 
ning, Dublin said that not more than one mother 
in 500 should lose her life having a baby. Yet, in 
1936, he was pessimistic about any large group at- 
taining such a figure. 

Connecticut, the first state to show a marked im- 
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provement in maternal, mortality, still ranks near 
the top. Furthermore, she has an enviable record as 
to infant mortality. It would be interesting to 
know what Connecticut did to get such results. Dr. 
James Ragland Miller, the chairman of the mater- 
nal welfare work in Connecticut, says, ‘Many factors 
have been at work which might have influenced 
these rates for the good. There has been a great in- 
crease in hospital facilities, blood transfusions, etc. 
There has been rapid education of the public to 


VIRGINIA MEpICAL MONTHLY 


[ August 


the most powerful factor which was brought to 
bear at this very time is the awakening of a spirit of 
self-criticism on the part of the profession itself; 
reviewing its failures and learning from its mis- 
takes.” 

In commenting on the low maternal death rate 
for North Dakota, the chairman of the North Dakota 
Committee on Maternal and Child Welfare, Dr. 
John H. Moore, stresses the educational program 
that was carried on among the doctors. He 


says, 
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the necessity of early and persistent prenatal care. 
It is to be hoped that some good was done by the 
post-graduate refresher courses in obstetrics. No 
one can estimate the extent to which birth control 
has played a part in this result, preventing the re- 
currence of pregnancies which might have proven 
fatal. Some physicians feel that practical applica- 
tion of birth control measures in this state has been 
so widespread as to constitute a real contributicn to 
lowering the death rate in childbirth. These and 
many other reasons can be given but in our opinion 


“The problem of maintaining this low rate or even 
of lowering it still further is our problem as pri- 
vate practitioners. I believe that the private physi- 
cian in North Dakota is assuming the leadership 
in maternal care that is rightfully his and the re- 
sponse that the physicians of this state have given 
our Committee on Maternal and Child Welfare in 
its attempts to further your educational program 
is most heartening. 

“To date there have been three stages to the educa- 
tional program since the maternal and child welfare 
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committee was first appointed by the North Dakota 
State Medical Association in 1935. The first con- 
sisted of talks on obstetric subjects given by mem- 
bers of the committee before the component district 
medical societies of the North Dakcta State Medical 
Asseciation. These talks stressed the importance of 
the fatal triad—infections, toxemia and hemorrhage. 
The second stage consisted of the presentation of 
lectures on obstetric and pediatric subjects by visit- 
ing clinicians at various centers throughout the 
state. In a representative year, 1939, one hundred 
and ninety-eight physicians registered for these 
ccurses in the ten cities in which they were given. 
The clinicians, selected by a subcommittee of the 
maternal and child welfare committee, were chosen 
because of their teaching ability and their familiar- 
ity with clinical obstetrics and pediatrics, and in 
each instance the choice was a most happy one. 
The program is now in its third stage, which con- 
sists of post-graduate courses in obstetrics and 
pediatrics for North Dakota physicians at the Cen- 
ter for Continuation Study at the University of 
Minnesota. The last of these courses, given in No- 
1940, North Dakota 


trations to sixty-three.” 


vember, brought the regis- 

I have not seen a report on how Idaho came to 
be a leader, but we see from the two reports from 
states that were leaders and are still in the top 
group that education is considered the most import- 
ant part of their program. In one, a new state where 
there are no midwives, they educate the doctors, and 
in the other, one of the original thirteen, they edu- 
cate the public and the doctors educate themselves 
by rigid self-criticism. The result was practically 
the same. 

In Virginia we have concentrated upon the es- 
tablishment of maternal centers throughout the 
state with the idea not only of making available 
prenatal care especially in the rural districts, but 
also with the hope that the clinics might stimulate 
interest among the doctors and educate the pub- 
lic. This brings up the problem that McCord so 
graphically described in his presidential address 
before the American Association of Obstetricians, 
Gynecologists and Abdomnial Surgeons, namely, the 
poverty of the South. At the end of his address 
one of my Northern friends asked me if it* were as 
bad as that and I had to reply that every word of 
it was so, but that we did not like to brag about it. 


The people of the South have gotten so used to 
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being poor and of not being able to afford anything 
that they think they cannot afford good maternal 
care. With the cooperation of the State Board of 
Health and the local medical groups we have suc- 
ceeded in establishing and running 99 clinics, but 
there are some 50 counties with no clinics. 

We 


criticism 


started on a self- 
Miller 


necticut doctors. Every maternal death in the state 


have also program of 


for which commended the Con- 
is reviewed by the members of the Maternal Health 
Committee of the Medical Society of Virginia. Each 
member individually reviews the histories that are 
obtained by field medical workers from the State 
Health Department, and the cases are then discuss- 
ed in the meetings of the committee. We have had 
a lot of surprises, not the least of which is what is 
considered a maternal death. If a woman is preg- 
nant and dies from any cause whatever, it is a 
maternal death. She may have pneumonia and if she 
aborts, or even if she does not abort, her death is 
counted as a maternal death. One of our cases was 
that of meningococcic meningitis with spontaneous 
abortion at six months. Another was a patient with 
an ectopic pregnancy who was operated upon and 
recovered. She came back to the hospital six weeks 
later with a pelvic abscess and was operated upon 
again and died. She was classfied as a maternal 
death. Another patient died without a diagnosis 
and, because one of the “in-laws” said that she 
thought she had had an abortion performed, it was 
charged to obstetrics. There was no evidence what- 
ever that the patient had been pregnant. Thirteen 
per cent of our so-called maternal deaths fall into 
such doubtful categories. 

Another one of our surprises had been the number 
of deaths from toxemia. In the statistics we are ac- 
customed to seeing, sepsis takes the lead. In Virginia 
there are more deaths from toxemia than from sepsis 
even if we count all the postabortal deaths and 
those from phlebitis. You know and I know that 
these are entirely preventable. Most of our patients 
dying from this cause have had no prenatal care. 
When the doctor first sees them either in convul- 
sions or in coma the treatment is often bizarre. Of 
course, it must be emphasized that the committee 
hears of only the badly treated patients, and that 
for every one that comes under our scrutiny, there 
are perhaps twenty who have received the best of 
attention. As I look back in my mind over the cases 
of toxemias that I have reviewed, it seems to me 
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that the treatment reflects either an utter indiffer- 
ence on the one hand or an ill-advised activity on 
the other. One doctor found a patient in convulsions. 
He gave her twenty grains of sulfanilamide and left 
directions for her to have more, and was surprised 
the next morning to find the patient dead. The 
patient had a very definite contraindication for sul- 
fanilamide in the liver damage that she presumably 
had and no indication whatever for the drug. It 
is much like the old custom of using chloroform in 
eclampsia, except there was some reason for the 
chloroform. It stopped the fits even it it did cause 
the same sort of liver damage that the disease did. 
Another faux pas in the toxemia cases is the over 
use of intravenous fluids. To cite probably an ex- 
treme example, a 44-year old multipara was sent 
into a hospital because of toxemia with a blood 
pressure of 190/120, edema and dyspnoea. She was 
aborted by rupturing the membrances and left the 
hospital in a few days. A month later she returned 
in “shock,” cyanosed and edematous, with a systolic 
pressure of 100 m. of Hg. She was given intraven- 
ous fluids and was dead in an hour and a half. 
The errors in the sepsis group are not so glaring. 
Breaks in technic do not show on the histories such 
as we are considering. However, there is one error of 
judgment that is common in the Virginia histories, 
as well as in every other survey of this sort, and 
that is the frequency of a second invasion of the 
uterus, especially in abortions. In the Philadelphia 
study it was emphasized that an uterus could stand 
one invasion fairly well but a second invasion a 
day or two later spelled disaster. Apparently enough 
emphasis has not been given to this observation. 
The hemorrhage group constitute our third largest 
group. Apparently antepartum hemorrhage has not 
been taken seriously enough. Many of the histories 
as a month. 
a signal for 


recount spells of bleeding for as long 
Instead of the first hemorrhage being 
a careful investigation to determine the cause, the 
patient is neglected until she is in extremis. At this 
point I want to enter my protest against packing 
a patient before she is sent to the hospital. In ante- 
partum bleeding such packing does not stop the 
bleeding and all too frequently causes serious and 
even fatal infection. If I were a woman with a 
placenta previa, I would take my chance with a 
dose of morphine rather than an emergency pack- 
ing of the vagina as a preparation for the trip to the 
hospital. 


VIRGINIA MEDICAL MONTHLY 


[ August 


Postpartum hemorrhage still takes a considerable 
toll of Virginia mothers. I am sorry to say that ac- 
couchment forcé is still practiced although the high 
forceps operation has become obselete. But enough 
of this gloomy picture; you asked me to talk upon 
conservative obstetrics. 

In the first place I want to emphasize that good 
obstetrics can be done anywhere. It is easier, of 
course, in a well equipped hospital but if anyone 
thinks that a hospital is essential, let him read the 
reports of the Frontier Nursing Service. Two things 
are necessary, a zealous obstetrician and a cooper- 
ative patient. It is hard to say which is the more im- 
portant. Even the enthusiasm, skill and zeal of the 
Frontier nurses does not compensate for lack of 
cooperation on the part of the patient who does not 
take advantage of available attention. There is a 
marked difference in the results obtained in the 
group of women who avail themselves of supervision 
early in pregnancy and those who wait until the 
end of pregnancy. 

The first requisite for conservative obstetrics is 
good prenatal care. All too frequently the patient 
does not consult her doctor until she is five or six 
months pregnant. This. is in time to prevent most of 
the toxemias. However, if the supervision of the 
patient is begun as soon as she becomes pregnant, 
one has a better opportunity of correcting any ab- 
normal conditions that may be found at the first 
examination. This is particularly true of the patient 
who has a latent syphilitic infection. It is hardly 
necessary in this day and time to stress the im- 
portance of a routine Wassermann test. Since 1915 
I have had a routine Wassermann test done upon 
all my patients. In my private work I get a posi- 
tive report about once in 300 cases, which means 
that I get a positive report about once a year. The 
ten or twelve good babies that otherwise would 
have been lost more than pay me for my trouble. 
But, even if I never got a positive report, it is a 
great comfort to know that you are not dealing 
with a syphilitic. 

There is another phase of early prenatal care that 
seems to me to be important. The deaths from abor- 
tions constitute approximately one-fourth of the 
total maternal deaths year after year. This age-old 
problem continues in spite of the efforts of church 
and state. Until now the doctors have not had a 
chance because they do not see these patients early 
enough. The shock of finding oneself pregnant un- 
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balances many women. Like the early hyperemesis, 
the condition rights itself if the patient can be tided 
over the first few weeks. Preaching te the patient 
or threatening her does no good but if her doctor 
discusses the medical aspects of abortion with her 
frankly and explains relative risks of infection and 
hemorrhage it may do good. If recounting the im- 
mediate risks does not seem to impress the patient, 
I tell her about the Russian experience where abor- 
tions were done legally and expertly in specialized 
hospitals, yet the late gynecological complications 
were so numerous that the practice was abandoned. 
Such treatment requires time and patience but is 
well worth while. 

The prophylactic treatment of toxemia was great- 
ly simplified when de Snoo introduced the salt-free 
diet into this country several vears ago. He made 
the statement that he had never seen a patient have 
convulsions who had been on a salt-free diet for as 
long as twenty-four hours. He recommended a test 
for the urine which would prove whether the pa- 
tient were adhering strictly to the diet. Practically, 
that is not necessary as the systolic blood pres- 
sure will tell you the same thing. With private pa- 
tients it is easy enough to use a salt-free diet, but 
clinic patients frequently cannot be made to un- 
derstand. Often it is simpler and easier to put them 
on a strict milk diet until the blood pressure be- 
comes normal. I realize, of course, that milk contains 
some salt, but such a regime usually works. If it 
does not, the patient should be put in the hospital 
for observation. If the patient does not improve, 
and especially if there is a nitrogen retention, the 
pregnancy should be terminated. Those who have 
a bent for operating prefer to do an hysterotomy 
and, as an additional argument, claim that steriliza- 
tion can be done at the same time. However, simply 
rupturing the membranes works very satisfactorily. 
If sterilization be desirable, it can be done more 
safely at a later date. 

This is as good a place as any to say a word 
about the treatment of eclampsia. Eclampsia usually 
means that there has been no prenatal care, but ex- 
ceptionally it occurs in spite of the best of super- 
vision. Whether it is antepartum, intrapartum or 
postpartum the treatment is the same. There are just 
four things to do: (1) stop the convulsions, (2) 
prevent pulmonary edema, (3) promote kidney ac- 
tivity, and (4) conserve the patient’s strength. Be- 
fore we had effective means of stopping the con- 
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vulsions, treatment of eclampsia was indeed an ar- 
duous undertaking. I have literally spent a week 
treating a single patient. The advent of the intra- 
venous use of magnesium sulphate greatly simplified 
matters. With it convlusions can be stopped in the 
great majority of cases. The few that resist can be 
controlled by sodium amytal. Digitalis is a pre- 
ventative of pulmonary edema and may even cure 
it once it is established. Water by way of the gas- 
tro-intestinal tract should be given in adequate 
quantity. When given in this way there is no dan- 
ger of water-logging the patient nor of over-dis- 
tending the right side of the heart. In the presence 
of a threatened anuria glucose should be given in- 
travenously. If there is edema a small quantity of 
solution is better than 
10% 
loss of fluids, the weaker solution is preferable. 


a 50% a large quantity of, 


say, a solution. If, however, there has been 
Bright lights, noise, gastric lavage and enemas are 
to be avoided. With such a plan I have treated 142 
consecutive patients with eclampsia, with 6 mater- 
nal deaths. I was quite proud of my record until 
June a year ago when Bryant, of Cincinnati, re- 
ported a series of about the same size with only 
two maternal deaths. The essential difference be- 
tween his treatment and the one that I have just 
outlined is that he stopped the convulsions with 
the the 


dose being regulated by the blood pressure. We 


veratrum viride, size and frequency of 
have treated one patient with veratrum viride and 
were very favorably impressed. Some of you older 
men will probably say that we used to use Nor- 
wood’s tincture of veratrum viride and gave it up 
because it was too dangerous. That was when you 
had only the patient’s pulse to guide you in the 
dosage. The blood pressure seems to be a more 
sensitive and a more reliable guide. 

Finally, under prenatal care I wish to discuss 
the question of diet for patients with moderately 
contracted pelves or with the history of dystocia. 
A great many authorities say that there is nothing 
to it and prove their point by theoretical arguments. 
From a practical point I know it is worthwhile. For 
a number of years I have been in the habit of putting 
patients with contracted pelves and those with a 
history of difficult labors on a Prochownick diet 
for the last six weeks of their pregnancy. It has 
reduced the major obstetrical operations and has 
made their labors easier. Just how it accomplishes 
this, I do not know, but I am under the impression 
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that labor starts a little earlier than would be the 
case had the diet not been used and that the cervix 
dilates with less pain. Professor Reeb, of Strassburg, 
found this to be true also where salt is left out of 
the diet. Some day someone will find out how diet 
affects uterine contractions and then we will have 
diets for easy labor just as we now have diets for 
obesity. 
DELIVERY CARE 

The essential of conservative delivery care is 
surgical cleanliness. In addition one should con- 
serve the patient’s resistence and avoid traumatized 
tissue. How this is to be accomplished depends on 
the patient’s surroundings and the skill and train- 
ing of the obstetrician. Aldridge has shown that 
at the Woman’s Hospital, of New York, the best 
results for both mother and child were in the group 
delivered by low forceps after an episiotomy had 
been done. This does not mean to say that all pa- 
tients should be delivered in this 
never reach the stage where such an operation could 


manner. Some 
be done. If I were delivering my patients in the 
home I would most assuredly have more spontaneous 
deliveries. On the other hand, a long unaided de- 
livery carries more danger than interference after 
the head is completely out of the cervix. 

When we discuss those cases in which progress is 
arrested we are on more debatable ground. We 
have dystocia due to disproportion between the 
fetus and the pelvis, and dystocia due to anomalies 
of the soft parts. With the former, x-ray promises 
a great help. In some clinics with a lot of expe- 
rience with x-ray pelvimetry and fetometry, the pre- 
diction as to the outcome is very exact. However, my 
observation leads me to believe that the casual x-ray 
examination is more often misleading than other- 
wise. I had much rather rely upon the engagement 
or non-engagement and whether the presenting part 
can be made to engage (Miiller maneuver) than 
upon the opinion of an x-ray man who only oc- 
casionally examines the pelvis for an obstetrical 
opinion. 

In private practice one rarely encounters serious 
difficulty from contracted pelvis. The dystocia that 
bothers me most frequently is that due to constric- 
tion rings. I find that there is a lot of confusion be- 
tween a retraction ring and a constriction ring. A 
retraction ring, or Bandl’s ring, is the line of de- 
marcation between the lower uterine segment and 
the upper active part of the uterus when the pre- 
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senting part meets an obstruction. If the proper 
treatment is not instituted this ring continues to 
ascend and the lower uterine segment becomes more 
attenuated until finally rupture takes place. A 
constriction, or contraction ring, on the other hand, 
is a band of contracted uterine fibres that forms 
about a sulcus, usually the neck, of the fetus so 
that the fetus and uterus is “frozen” into a single 
mass. The ring does not rise nor does the lower 
uterine segment stretch. It simply freezes on to the 
baby so that the baby can neither descend nor rotate 
without carrying the uterus with it. In my exper- 
ience it is often associated with occipito-posterior 
positions. It may occur at any time in the first or 
second stage, but most frequently when the cervix 
is nearly fully dilated. When well-established, the 
ring resists even the deepest sort of anesthesia. 
Rudolph says that most of them are reversible and 
that if the patient is put to sleep with morphine, the 
ring will disappear. I believe he is right. In two 
cases in which I tried this treatment the ring dis- 
appeared in some six or eight hours and an easy 
delivery was accomplished. However, both babies 
were stillborn. Nevertheless, it is a great comfort 
to know that the ring is reversible. 

If the cervix is about fully dilated the constriction 
can be relaxed by giving the patient one-half cc. of 
adrenalin hypodermically and the patient can be 
delivered either with forceps or by version 
traction, whichever seems to be the easier. If 


and ex- 
the con- 
striction makes its appearance before this stage is 
reached, Rudolph’s method is undoubtedly 
to follow. 

Dystocia due to a rigid cervix is talked 
lot, much oftener than the frequency of the condi- 
tion warrants. Whenever this subject is brought up 
for discussion, a patient whom I saw a number of 
years ago stands out vividly in my memory. This 
patient had her cervix destroyed by a “cancer paste”’. 
What the original condition was, I do not know. 
What I do know is that the entire vaginal vault was 
a mass of scar tissue. In the center of this scar 


the one 


about a 


tissue was a tiny dimple which I took to be the 
opening of the cervix. I did not see how such a 
cervix could possibly dilate and unhesitatingly ad- 
vised a Cesarean section. Much to everybody's sur- 
prise, the patient went into a labor a little pre- 
maturely and the doctor scarcely had time to get 
to her before she delivered. Some time after this I 
saw another patient in consultation. She was in 
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her forties and had had an amputation of the cer- 
vix. What was left of the cervix was said to be 
full of scar tissue. This patient’s membranes rup- 
tured prematurely. After eighteen hours of hard 
pains, the patient had a chill and her temperature 
rose to 103. The cervix showed no signs of dilating. 


Naturally her doctor was greatly concerned for 


the patient. I suggested that the patient be given 


a dose of morphine and that the doctor go home 
and go to sleep and that if the patient delivered 
in bed before he could be called, not to scold the 
nurse. The next morning the doctor greeted me with 
a grin and wanted to know how I knew that the 
patient would do that way. The doctors of the last 
century used to write a great deal about the rigid 
unyielding cervix. Benjamin Rush was convinced 
that bleeding was a specific for this condition. So 
vivid are his case reports that I have been tempted 
to try it. Of course, I would not throw the blood 
away, but would add it to the blood bank in case 
the patient did not need it again. Incision of the 
the 


were first described by a fellow townsman just one 


rigid cervix, so-called Diuhrrsen’s incisions, 


hundred years ago. It used to go by the name of 


Patterson’s operation. A sense of loyalty would 
prompt me to extol this operation, but truth compels 


me to testify that it is rarely necessary. 


CESAREAN SECTION 

This extremely useful operation is at present be- 
ing greatly over-worked. Except for disproportion 
there are no maternal indications for the operation. 
When the baby is in good condition it is indicated in 
ablatio placente when a prompt delivery from be- 
cannot be effected. The true 


elderly primipara with placenta previa. 


low for 


In 


case, I wish to make a plea for an obstetrical con- 


same is an 


any 
sultation before the operation is done. 
BLoop ‘TRANSFUSION 
Blood transfusion has been a great boon to emer- 
gency obstetrics, especially in ruptured ectopics, 
placenta previas, ablatio placente and postpartum 
hemorrhages. In this connection I would like to 
recommend blood plasma which is a good North 
Carolina invention. It fits nicely in the picture of 
home obstetrics because it requires no matching and, 
therefore, it can be given more promptly. Even in 
hospital obstetrics it is useful in tiding over the 
patient until a suitable donor can be found. The 
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dried plasma keeps indefinitely and, therefore, can 


be and should be in every obstetrical kit. 


ANESTHESIA 
Finally, we come to the much vexed question of 
pain relief. Every doctor has his own pet plan, 
which in itself is good evidence that there is no per- 
fect plan. Many should be used only in hospitals. 
One should always bear in mind that one is anesthet- 
izing two persons one of whom is shut off from all 
means of observation except the fetal heart sounds. 
It should also be borne in mind that the baby’s 
respiratory center is probably more sensitive to all 
anesthetic drugs than that of the mother. Anes- 
thetics that depend upon or are accompanied by any 
degree of anoxemia should be avoided if possible. 
Toxic patients stand inhalation anesthesia poorly. 
Among the many useful technics, I wish to recom- 
mend two because of their universal applicability; 
(1) ether-oil rectal instillation, and (2) local infil- 
tration and perineal nerve bloc with procaine. The 
formula that I use for rectal instillation is the No. 2 
formula of Gwathmey’s original communication, i. 
e., 5iiiss of ether, 5iss of either olive or mineral oil, 
and 10 grains of quinine dissolved in alcohol 5ii. 
The effect of this lasts about three and one-half 
hours and it can be repeated as necessary. Its chief 
drawback is that a little knack in giving it is re- 
quired which some nurses never acquire. The local 
anesthesia requires 40 cc. of 1% procaine into which 
is dropped 5 minims of adrenalin, a 10 cc. syringe 
and a needle 12 or 13 cm. in length. Ten cc. of the 
solution is deposited in the region of the perineal 
nerve on either side as it courses around the ischial 
spine. The balance is injected into the perineum, 
especially in the line of the episiotomy, if that is 
planned. I use this technic routinely if I am going 
to perform an episiotomy, even if a general anesthe- 
tic is used for the delivery. The general anesthetic 
can be stopped when the head comes in view. The 
adrenalin lessens the bleeding from the incision 
and the perineorrhaphy can be performed leisurely 
without prolonging the anesthesia. If there is any 
reason, such as an upper respiratory infection or a 
toxemia, the general anesthetic is left off and I get 
along almost as well, especially if the operation is 
planned so that the action of the Gwathmey is at its 
height. 
In conclusion, I would like to stress the importance 


of studying your patient as early in pregnancy as 
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possible, of supervising the course of her pregnancy 
and of planning the delivery so as to avoid shock, 
hemorrhage and infection. If you will do this there 
will be few disconcerting surprises. There will be 
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some emergencies in the way of. premature labors 

and antepartum hemorrhages which you will prompt- 

ly meet, because you will recognize them early. 
Medical Arts Building. 





EXTRAMAMMARY BREAST CARCINOMA* 


JuLiAN L. Rawtis, M.D., 
Norfolk, Virginia. 


Mrs. P. W., white, married, age 36 years. First 
seen by the writer on January 24, 1941; referred 
by her obstetrician because of a hard, small, freely 
movable tumor, very superficial, between the upper 
and outer margin of the left breast and the axilla. 
There were small, hard, palpable nodules in both 
axillae. All had been present for some time. She 
was then seven months pregnant and there had been 
no very appreciable increase in size during her preg- 
nancy. She had been operated on September, 1939, 
for a parathyroid tumor. At that time she had a 
blood calcium of 15. and was told that an x-ray 
plate showed calcified glands in her mediastinum. 
There was no palpable mass in either breast. It 
was thought that these were calcareous deposits, 
remnants of her parathyroidism, and she was ad- 
vised to leave them alone until after her delivery. 
She was delivered about the middle of March, six 
weeks after I first saw her. There had been some in- 
crease in size of the nodule above the breast. After 
she left the hospital this nodule was removed in the 
office and a biopsy showed adenocarcinoma of prob- 
ably extopic breast tissue. She was given 900 “r”, 
to each of four portals, a total of 3600 “r”, be- 
tween April 14th and 26th and on April 30th a 
radical breast amputation was done. 

At the time the x-ray was done a picture of her 
chest showed: Fibrocalcific deposits in the hilar 
regions of both lungs which were taken to indicate 
old healed pulmonary tuberculosis. As no residual 
malignancy was found her x-ray treatments were 
discontinued after the amputation of her breast. 


LABORATORY REPORTt 
April 11, 1941, Out-Patient 
Synopsis of Case: Nodule in region of axillary 
fold, outside of breast. 
~*Read before the Seaboard Medical Association of 
Virginia and North Carolina at its annual meeting at 
Virginia Beach, December 2-4, 1941. 


tLaboratory and Pathology reports made by Dr. L. J. 
Motyca. 


Specimen consists of: Lesion of chest wall. This 
is a hard nodule which measures 15 mm. in di- 
ameter. It is white and non-encapsulated. The 
lesion is surrounded by fat, connecting tissue and 
some muscle. 

Microscopic Examination: Tumor. The tumor 
consists of atypical acini, alveoli and islands of 
epithelium which are surrounded by fibrous tissue. 
The acini and alveoli are lined by one or more 
layers of columnar epithelium. The islands con- 
sist of large polyhedral cells with poorly defined 
boundaries. The nuclei are large and hyperchro- 
matic. Mitoses are fairly numerous in some areas. 
Along one margin of the section there are groups 
of acini which closely resembly those of a normal 
lactating breast. 

Laboratory Diagnosis: Adenocarcinoma (scir- 
rhous variety) of ectopic breast tissue. 


PATHOLOGY REPOR1 
April 30, 1941 

Carcinomatous nodule removed from region of 
axillary fold a few weeks ago. This was followed 
by x-ray treatments. 

Specimen consists of: Left breast and pectoral 
muscles. The breast is hypertrophied and it con- 
tains milk. There is a small cavity in the upper 
lateral quadrant where the tumor has been removed. 
This cavity is adjacent to some glandular tissue so 
that the cancer could have been in the breast proper. 
There are two axillary lymphnodes which are mod- 
erately enlarged. 

Microscopic Examination: Breast. The section 
was made from the previous operative wound. The 
latter is lined with fibrin which is undergoing or- 
ganization. The granulation tissue contains a mod- 
erate infiltration of neutrophiles and lymphocytes. 
A section from the adjoining glandular tissue con- 
tains a focal infiltration of round cells. 

Lymphnode: A section was made from the only 
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large lymphnode. It shows hyperplasia of the reticu- 
lum and lymphocytes. There is no evidence of ma- 
lignancy. 

Laboratory Diagnosis: Healing surgical wound 
of the left breast; chronic mastitis; hyperplastic 
lymphnode of the axilla. 

Mrs. J. M. M., married, 60 years old. She has 
a small, hard lesion of the left chest wall just at 
the reflection of the skin on the breast on the sternal 
side. It is exceedingly hard and fixed to the skin 
and to the fascia beneath it. She is 60 years old and 
passed her menopause ten years ago. She has had 
five children and one miscarriage. The breast is 
atrophied and the nipple is inverted. She says that 
this condition has existed all of her life and is also 
present in other members of her family. There are 
no masses in her breast and no palpable nodes in 
either axilla. X-ray of her chest was reported ‘“‘nega- 
tive’. The induration was excised with the skin 
and the fascia beneath it. The pathological report 
was: “Scirrhous carcinoma of accessory breast tis- 
sue.” 

The breast was not amputated. She was given 


ten treatments of 250 “r’’ each to the left anterior 
chest by a single portal 8x10 cm. 


A. G., colored, married, 42 years of age, was 


first seen in September, 1938, with a mass about’ 


the size of an orange in the lower right axilla. There 
was no evidence of tumor in the breast. She had 
first noticed the tumor about three years before. She 
had had four miscarriages with no full term preg- 
nancies. Her blood Wassermann was negative. The 
mass was removed and was reported as: “Metastatic 
adenocarcinoma of the axillary lymphnodes”. She 
was given 8100 “r” by five portals to the breast and 
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supraclavicular region, 1600 “‘r” to the pelvis. 

In April, 1939, she returned with palpable nodes 
high up in her axilla. At that time a radical breast 
amputation was done and the axilla cleaned out. 
The pathological report states ““There is no demon- 
strable tumor in the breast or nipple. The axillary 
glands showed adenocarcinoma of the scirrhous va- 
riety.” The x-ray report of her chest states: “The 
lungs are clear, there is no x-ray indication of 
metastasis at this time. 

After the breast amputation the patient disap- 
peared and was next seen in April, 1940. At that 
time she had palpable supraclavicular glands and 
was referred to the x-ray department for further 
irradiation; however, she failed to keep her ap- 
pointments and we next saw her in September, 1940, 
when she had an edema of her right arm, palpable 
supraclavicular glands and an induration in her 
axilla. She was given an additional 2000 “r’’ to 
the right supraclavicular region and 1800 “r” to 
In January, 1941, she 
was given 1800 ‘“‘r” to the right supraclavicular and 


the right axillary region. 


2000 “r’ to the left supraclavicular regions. On 
February 24, 1941, there were many nodules in the 
chest wall and a large, hard mass in the upper abdo- 
men and she was sent to her home in North Caro- 
lina. That was the last we heard from her, so we 
presume that she made a rather rapid exit. 

We have presented three cases of carcinoma of 
the type usually found in breast tissue appearing in 
the region of the breast, but not definitely located 
in the breast itself. In the two cases in which a 
complete operation was done no evidence of tumor 
was found in the breast. 


708 Medical Arts Building. 





SCHOOL MEDICAL SERVICE 


C. L. OuTLAND, M.D., F.A.P.H.A., 


Medical Director Public Schools, 
Richmond, Virginia. 


For the past several years, we have held, twice 
each year, what we call pre-registration for those 
entering either the September or February term of 
school. These are usually held in May for those 
beginning in September and in December for the 
February group. 

Since the preparation for school entry is one of 
the objectives of the Parent-Teacher Associations, 





we have always had the help and approval of these 
organizations. There are many reasons for pre- 
school registrations, both on the part of the school 
and that of the parent and the child. Perhaps the 
most outstanding one has been to have the child , 
seen by the doctor long enough before entering so 
that defects may be cleared up if found by either 
doctor or dentist. Then we believe a complete exami- 
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nation by the physician makes the parent appre- 
ciate the value of individualized medical attention, 
which he, the physician, can best give. Also im- 
munizations and vaccinations can be attended to, 
if these have not been done. 

We have had a very simple blank, which gave 
us the essential things we wanted to know, and 
parents were directed to take this to the doctor for 
a complete examination and return it to the school 
when the child enters. 

Our records for the past few vears show that with 
registrations twice a year, 27.7 per cent of parents 
return doctors’ certificates filled out. Although this 
is not a very large number, it nevertheless shows 
a good increase each year and I believe will im- 
prove as more stress is laid upon it by school health 
workers and more and better examinations are made 
by the doctors, at which time the child’s complete 
routine is discussed and careful explanations are 
belief 
that we very often leave off the simpler things, 


made to both mother and child. It is my 


which in the end count for so much. 


ADVICE TO PARENTS 

At the beginning of this past school vear, I deter- 
mined to have all children, who had not returned 
a blank filled out by a doctor, seen by one of our 
school physicians with the mother present. I at 
first thought to undertake this myself but found it 
was more than one person would have the time to 
do; consequently, the other members of my staff 
were called in for a meeting, at which time we dis- 
cussed the procedures so that all of us would be 
saying essentially the same thing. Also we deter- 
mined that the simple things should be discussed, 
which were in addition to calling the parents atten- 
tion to any obvious defects: food, rest, play and 
the care of the teeth. 

Our instructions in regard to food were three 
regular meals a day, at approximately the same 
time. We laid particular emphasis on eating some 
of all the foods, saying that it was better for a 
child to eat a small helping of cereal, small glass 
of milk or piece of fruit, and some of the other 
foods usually had at breakfast, ‘tas eggs, sausage or 
other meats or fish,” bread and milk, than for him 
to fill up entirely on a large bowl of cereal. He 
was then to come to school and only bring a piece 
of fruit or have a glass of fruit juice at school, but 
he was not to have mid-morning sandwiches, cook- 
ies, buns, other sweets or milk. Most of these chil- 
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dren leave school by 12:30 P. M., so a good lunch 
is stressed, at which time there is a chance for the 
various salads, soups, sandwiches, vegetables, milk 
and its products, following which the child is to 
take a rest of not over one hour. This was stressed 
as we found many mothers were saying that their 
children were going to bed so late at night. They 
were told to have them out in the sunshine by 2:00 
P. M., and if a child wanted something to eat in 
mid-afternoon that fruit was advisable so that he 
would come to a good supper at around six o’clock. 
They were then advised to begin their bath by seven 
or before and be flat in bed as soon thereafter as 
possible, so that they would be able to get up in 
time not to be rushed in the morning. The ques- 
tion arises, what about candy and other sweets? 
These mothers were all advised to purchase a good 
grade of candy and to see that the child gets it after 
he has eaten some of all the usual foods and at 
meal time. Just how well this is carried out will 
depend upon the intelligence of the mother and how 
much encouragement she gets from friends and espe- 


cially from her physician. 


THE TEETH 
It is astonishing how many mothers do not seem 
to have any conception of the value of the first 
teeth. 
upon the proper food in sufficient quantities and 


We explain that good teeth are dependent 


that all of the first teeth should be cared for until 
they naturally drop out, and we stress going to the 
dentist at two or two and one-half vears before 
anything is needed so that the child will get used 
to the dentist and he can advise diet and cleanli- 
ness as well as detect any early defects. I am sure 
all of you will agree after having seen so many 
dental cripples that this is a very important item. 
There are so many who cannot pay that I am hoping 
some day we may be able to say to rich and poor 
alike, not only that your child needs to see the 
dentist but that there will be a way whereby all 


can get this service. 


TIME SPENT 

We have spent several hours at this type of work 
and naturally we are hoping it will produce results. 
Our average time with each child and mother is 
ten to fifteen minutes. We have already some inter- 
esting results as it is more impressive when we can 
point out what we actually see rather than just to 
send a note home. They are much more willing to 








go to the doctor who, as you all know, we feel should 
be the final authority. 


COMPULSORY VACCINATION 

It was in September, 1941, we began enforcing 
the rule that all children must be vaccinated for 
smallpox before entering school. If a child came 
unvaccinated, he was sent home with instructions 
to be vaccinated before returning. This was carried 
out with few exceptions, these being only on a doc- 
tor’s certificate. So far as I am aware, there is no 
child who has not been vaccinated. Some may not 
have had a take, but will be required to be revacci- 
nated at the beginning of next term. When there 
has been a successful take, the upper right hand 
corner of the school medical card is clipped off so 
that a nurse can see at a glance those who have not 
been successful. We have occasionally had doctors 
to call us or write a note stating that the child has 
been vaccinated three or four times without a take 
and they therefore think he is immune. The Public 
Health Service says, “Unless a person has had small- 
pox or a successful vaccination it is unsafe to state 
that he is immune”. 

There are a few things I want to call attention 
to, which it seems are so simple that all of us would 
be willing to follow. First, let me tell you of the 
various types of vaccination I have noted in the 
past few months. I have seen them on practically 
all parts of the body, all over the legs, between 
shoulder blades, underneath the arm, on the point 
of the buttock, under the breast, and on the abdomen 
to the left and about midway between the umbillicus 
and the crest of the ilium. There is another type 
I call attention to for the purpose of condemning it 

that of the linear scratches. I have seen several 
with three of these, at least one inch long. When 
the take was had there was a very large split sore. 
Don't vaccinate this way, please. So far as pro- 
tection is concerned, any part of the body will give 
that but remember that there are times when one 
has to show evidence of vaccination, when changing 
schools, applying for certain positions and when 
traveling abroad. Imagine the trouble and, with 
some, embarrassment to be had when showing the 
scar is required. The Public Health Service recom- 
mends only on the arm at the point of insertion of 
the deltoid muscle. I am sure all of you, after 
seeing them on other parts of the body, will admit 
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this is the best place. May I suggest that the arm 
be the site of vaccination and the multiple pressure 
method be the type used. Most doctors are familiar 
with this method and most health officers use it. 
To any one who is not familiar, the Health De- 
partment or any of us will be glad to explain. May 
I further suggest that no dressing or shield of any 
kind be used. The only bad arms I have noted in 
the past years have been the ones where shields or 
other type of dressing was used. It is to be noted 
that plain adhesive after staying on for three or 
four days makes the skin tender enough for auto- 
genous infection from any serum exuding from the 
vaccination causing the large sore around the site. 

It is the aim of the school Medical Department 
to try to get into the hands of the doctors as many 
of these examinations and treatments as we can and 
I am only bringing these things up to show how 
critical the layman may be when he sees such 
marked differences for the same type of work. Be- 
lieve it or not, many people take their children to 
certain clinics because they are not satisfied by the 
way the doctor vaccinates, nor are they pleased when 
they take a child to their doctor and he only looks 
casually at the child and says, “He’s all right, just 
send him on to school”, instead of giving him or 
her a complete physical examination. It is my 
belief that unless the practicing physician takes 
seriously the routine examination and health guid- 
ance of his patients they are likely to fall into the 
hands of the various cults who extend unscientific 
and misguided advice and sympathy freely. We want 
the practicing physician to do these things, as they 
are all forms of treatment. We have always striven 
to help make better the relationship of patient and 
doctor, and when it comes to the point that I in 
any way have to undermine the physician, I hope 
that I can find another type of work to do. There 
is a place for us all, but only when we see each 
other in the light of ethical practice of Public 
Health, as well as that of general medicine, will we 
be able to better cooperate and understand. 

What I have tried to say has no particular phy- 
sician or group of physicians in mind; it is merely 
an attempt to pass on to my colleagues some of the 
things which will help us all so that there will be 
a closer understanding and a greater work in medi- 
cine and the general health of the public. 
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ADDRESS* BEFORE GRADUATING CLASS OF NURSES OF THE 
CHILDEN’S HOSPITAL, PHILADELPHIA, PENNSYLVANIA 


A. R. SHANpDs, Jr., M.D., 
Medical Director, Alfred I. duPont Institute of The Nemours Foundation, 
Wilmington, Delaware. 


The illustrious Sir William Osler once said of 
Pasteur, the Great French investigator of the 19th 
century, that “he was the most perfect man who 
has ever entered the kingdom of science.’ For an 
introduction, what could be more appropriate than 
quoting from the creed of this noted scientist which 
is as follows: “Blessed is he who carries within 
, an ideal, and obeys it: . therein 
lie the springs of great thought and great actions; 


” 


himself . 


I first wish to discuss with you the idea of the 
development of a professional ideal, an ideal of 
science. Perhaps it might be said that this subject 
is one which should have been considered in the 
beginning of your training. I do not think so. You 
have just come to the turning point of your pro- 
fessional careers. You have been taught both the 
theoretical and practical and are only now prepared 
to think medically for yourselves, to know what you 
wish to do, whether you are anxious to continue as 
a bed-side nurse, whether you desire to go into 
public health nursing, or whether you wish a career 
as a teacher or an executive in nursing. Perhaps 
you have made this decision; if not, you will soon 
Your decision will affect the re- 
mainder of your life. If you marry and become 


have to do so. 


inactive as a nurse, you will still have opportunities 
in the home and family to apply what you have 
learned during your training. In whatever position 
you are, you should now possess an ideal. It has 
been said, “he who cherishes a lofty ideal will one 
day realize it, this you will build your life by, this 
you will become.” 

Perhaps before we discuss. further this ideal, the 
question should be asked, “Why did I choose to 
become a nurse?” In the early development of our 
characters each of us worked out unconscicusiy a 
philosophy of life that is now expressed in our 
thoughts, our words and our deeds. Our philosophy 
of life influences our minds in a way which cannot 
always be explained. A decision regarding the choice 
of a career is sometimes reached not always in a 
logical, rational manner, but may result from some- 





*Delivered on September 18, 1941. 


thing which has been read, some conversation which 
has been had, or some trifling or serious circum- 
stances or accident which excited our imagination 
and created an enthusiasm. In the early history of 
Philadelphia there were many famous characters, 
but none more so than Benjamin Rush and Caspar 
Wistar. Both decided on a medical career, but for 
entirely different reasons. Rush went into medicine, 
he says, because “God told him to”, while Wis- 
tar did so because of “being struck with the happy 
effects of the healing art while giving inexperienced 
attention to a wounded soldier after the Revolution- 
ary Battle of Germantown.” Each of you can give a 
reason why you chose nursing as a_ profession; 
some may be the same, but others will differ. You 
have now realized what may to some of you at 
one time have seemed like a dream—ior certainly 
through three hard long years you sometimes wonder 
whether you ever will complete your training and 
the end will come. It has come. Each one of you is 
now a graduate nurse and must on your own, carry 
on. You will have the backing of your school of 
nursing, but your individual acts will not be directed 
and supervised. Decisions will be made by yourselves. 
If you have learned your lessons well and remember 
what you have been taught, the road will be easy; 
if not, it will seem rough and rocky. An ideal is now 
needed to guide you, an ideal of nursing. 

In considering this ideal, many questions suggest 
What should this How 
should it be fashioned? What should influence this 


themselves. ideal be? 
decision? And, lastly, how will I know when I 
have an ideal? These questions can be answered 
in many ways-——in as many perhaps as there are 
persons in this audience. Pasteur’s ideal came from 
his. worship and devotion of the living and dead 
masters of science. He once said to the students of the 


” 
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University of Edinburgh, “Worship great men 
and thus reverence was the dominant element in his 
character. There is no more perfect way to shape 
our ideals of life than first to study closely the tives 
of great men and women of the past whose ideals, 
firmly fixed and obeyed, led to their successes. In 
the light of our personalities and characters we 
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should now reflect on theirs; observe that their 
minds were pliant and young at whatever age, that 
they had dauntless courage, devotion to duty, in- 
tegrity, intellectual honesty and the pioneer spirit 
so essential for initiative and accomplishment. But 
once you believe you have found your ideal, con- 
vince your own self of its true worth and then see 
it clearly and live by it. It will then be a part of 
you, your life will develop and grow around it. It 
will be the guiding spirit of your every act and de- 
cision and it will truly become “The prophecy of 
what you one day will unveil”. 

In the field of nursing you know better than I 
what the names of Florence Nightingale, Elizabeth 
Blackwell, and Clara Barton stand for. They all 
had ideals. Miss Nightingale will forever be im- 
mortalized for her work in the Crimean War, and 
the establishment of your first school of nursing at 
St. Thomas’ Hospital in London in 1860. She was 
the first citizen of nursing in her time, if not of all 
times. She had an ideal and the vision to do a great 
work. Dame Agnes Hunt is our foremost character 
in orthopedic nursing. Through her indomitable 
courage, great imagination and ability, working 
with a marked and often painful physical handicap, 
she established, in 1900, with Sir Robert Jones, 
the great orthopedic surgeon of Liverpool, the first 
open air hospital for cripples in England. This has 
been the model for hundreds of others the world 
over. Her ideal was reached early in life when she 
was a patient with acute infections of both hips. 
Her own suffering gave her an intense and under- 
standing sympathy for others. This is what each 
one of us in medicine should have. Her life was 
one of unselfish service to the physically handicapped 
and particularly the crippled child. She further said 
that “the real qualities of a nurse should be com- 
mon sense, How true 
this is. How difficult it is to estimate these qualities. 


gentleness and kindliness”’. 


Her life should be read by every student or graduate 
nurse and especially those in the fleld of children’s 
nursing. 

Dr. Benjamin Rush, mentioned above, was one 
of Philadelphia’s own sons. He was a stubborn 
individualist and was called in his time the “Hip- 
pocrates of American Medicine’. He was never a 
passive participant in any cause; he was a great 
teacher and one whose personal magnetism domi- 
nated his students, one of originality of mind, .and 
an untiring worker, but head strong, arrogant at 
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times and uncompromising in an argument. He had 
many enemies, few close friends, but the influence 
of his teaching was the greatest, of his day. No 
one ever doubted the sincerity of his motives, for 
he was thoroughly honest and of strict integrity. He 
was a great believer in liberal education which he 
should 
morals and the Bible. He opposed corporal punish- 


thought include instruction in manners, 
ment, and the use of alcohol and tobacco. He was 
the only physician to sign our Declaration of Inde- 
pendence. On February 7, 1789, this great figure 
gave a lecture to his students at the University of 
Pennsylvania which was entitled “Duties of a 
Physician” or “Directions to Students for the Regu- 
lation of your Future Conduct and Studies in the 
Line of your Profession.” There are five of these 
directions I wish to bring to your attention and 
believe are as applicable to nurses and doctors of 
our day as to those of a century and a half ago, 
and certainly, if lived up to, will make us better pro- 
fessional servants. 

1. “Avoid singularities of every kind in vour 
manners, dress, and general conduct.” 

Nursing teaches discipline, it teaches neatness of 
appearance, accuracy of observation and prompt- 
ness; and makes you develop a pride in your work. 
It has been said that we are known by our look, our 
speech, and our gait. You wish to have both the 
respect and confidence of your patients and your 
superiors. You not only wish it, but it is essential 
for your success. It is true that we are not all of 
the same pattern in either manners, dress, conduct, 
look, speech, or gait, but in medicine, in order to 
maintain the respect and confidence of those with 
whom you are associated, it is most important for 
neither this pattern nor any part of it to be so un- 
usual that attention is constantly being called to 
you because of its singularity. 

2. “Let me advise you in yeur visits to the sick, 
never to appear in a hurry.” 

There is nothing more disquieting to an appre- 
hensive and disturbed patient than to have a nurse or 
doctor hurry in and out of a sick room when he 
wishes comfort and encouragement. It is true that 
sometimes it is difficult to leave promptly after per- 
forming the necessary service, because of the patient's 
desire to ask questions, you should: or cannot 
answer, but you are serving a sick person and must 
do what is in his best interests. You have given your 
life to your work and as Florence Nightingale once 
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said, “you are helping the sick to live’—to which 
should be added, to live more comfortably and 
peaceably. Dame Agnes Hunt once wrote “Let all 
doctors, medical students, sisters, and 
nurses remember that the primary and cardinal 
reason for a hospital is the good of the patient.” 


matrons, 


Too often we are prone to forget the good of the 
patient in our desire to accomplish our work quick- 
ly and efficiently. 

3. “Make it a rule never to be angry at anything 
a sick man says or does to you.” 

This rule is a very hard one to follow at times. 
However, I believe that everyone who is sick suf- 
ficiently to require professional attention should be 
considered mentally as well as_ physically sick. 
Sickness creates irritability. When you are angry, 
a verbal explosion to a patient will be of no avail 
and often make the patient worse. You must be 
always tolerant and understanding. Remember the 
patient must come first and it is your sacred duty to 
promote his welfare in every way possible. It was 
once said by Dr. William Shippen, Jr., of Philadel- 
phia, that his temper could neither be excited by 
rancor nor rendered sullen and morose by oppo- 
sition. Follow this example and you will never be 
in troubled waters because of what “a sick man 
says or does to you.” 

4. “Preserve upon all occasions a composed or 
cheerful countenance in the room of your patients, 
and inspire as much hope of a recovery as you 
can, consistent with truth, especially in acute 
disease.” 

The final estimation of your worth as a bed-side 
nurse will depend largely on how well this instruc- 
tion is carried out. Cheerfulness and composure 
are two of the most essential qualities of a nurse. 
They inspire confidence more than anything else. 
How much better a patient will follow the instruc- 
tions of either the nurse or the doctor if he has con- 
fidence in that person, we all well know. If the 
patient is seriously ill, it may be the difference be- 
tween life and death. A famous early teacher and 
practitioner in Philadelphia, Dr. William E. Hor- 
ner, once said that in cases of sudden emergency, 
the self-possession or composure of the practitioner 
may be the only barrier between the patient and 
death and the slightest confusion of mind or agita- 
tion of hand may become the turning point of 
safety. This is as true for the nurse as for the doc- 
tor, for often you are the only person with a medical 
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training present to act in an emergency. 

Concerning giving hope of recovery to a patient, 
Dame Agnes Hunt once said that “no nurse was 
worth her salt if she had not the joy of life in her 
and the power of sharing it with her patients’. This 
does inspire hope of recovery. Imparting to the 
sick your own joy of life is always important. It of- 
ten gives to the patient a will to live which bestows 
increased physical strength to fight. It was said 
of Sir Robert Jones that “love, kindliness and hope 
radiated from him”. This should be the example 
for all of us to follow in our associations with the 
sick. 

5. “Permit me to recommend to you a regard to 
all the interests of your country.” 

Benjamin Rush was a great patriot. It has been 
said that a series of articles about the colonial gov- 
ernment called “Common Sense”, which he inspired, 
many of which he wrote, but were not published 
under his name, had as much to do with the cry- 
stalization of public opinion leading up to our 
“Declaration of Independence” in 1776 as any 
other one thing which happened at that time. He not 
only gave of his time and energy, but also made 
donations of money to the Revolutionary cause. He 
firmly believed all patriots should do likewise. Many 
of us, both nurses and doctors, forget that we are 
citizens of a great nation and as such have respon- 
sibilities beyond the sphere of the activities of 
our daily lives in medicine. We do not have a Revo- 
lutionary cause to fight for, but we do have a great 
democracy to preserve. 

First, what is a citizen? A citizen is one who is a 
member of a state, a person who owes an allegiance 
to a government which in turn will protect his life, 
his liberty, and his property. In these turbulent 
times with changing social conditions and uncer- 
tainties in government administration, it is more im- 
portant than ever for us to remember that we are 
citizens, members of a state, and that we owe an al- 
legiance to a great government which so long as 
it stands will preserve our way of living which is 
our life and liberty, and protect our property. With 
the daily reports on the happenings to citizens in 
many other countries, we should value this citizen- 
ship more and more. 

What has been the character of your preparation 
for the responsibilities of citizenship? The prepa- 
ration has been given to you in your early education 
and instruction and now during the last three years 
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in what you have been taught in your nurses’ train- 
ing. You have unconsciously been prepared for the 
time when you would assume these responsibilities. 
You have been trained in the laws of health, the 
value of the proper food, fresh air, sunshine and 
cleanliness, you have been taught to think and act 
for yourselves, you should have a whole hearted de- 
votion to the happiness and welfare of others and 
now is the time to make use of this training. By 
reason of this education you are better qualified to 
assume the duties and responsibilities of citizenship 
than most other young women of your age. Whether 
you continue in bed-side nursing or go into public 
health work, teaching or executive nursing, you 
will find many ways in which your training may 
help to improve the governments of both state and 
nation. You have been examined and found fit to 
go out as certified members of a great profession. 
There are certain things now expected of you by 
your teachers, families and friends. One of these 
is to assume the more active duties of citizenship. 
If you were born in this country, you have been a 
citizen with full rights since the 21st year, but only 
now do you really go on your own and with this step 
you should, as Dr. Rush has said, have “a regard 
to all the interests of your country”. 

The young graduate nurse has a responsibility as 
a citizen to take an interest in goverment. She is a 
member of and an important link in our democratic 
society. You have and will come in contact with 
people in all walks of life, you have gained the 
viewpoints of many different people on many sub- 
jects, and now that you are leaving the guiding hand 
and influence of your school of nursing, you should 
assert yourself and make your influence felt in all 
matters. upon which you are qualified to speak and 
act. You will be called upon to stand for better 
government, to work for the improvement of health, 
to advocate adequate hospital facilities for the poor, 
and when necessary, to fight for better maternal and 
infant care. Your knowledge and efforts in behalf 
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of such movements will help bring about reforms, 
they will bear fruit much more so than you now 
suspect. Many years ago a famous English novelist 
wrote after a visit to our country, “There are many 
proofs. of the growing influence of women’s opinions 
on all matters connected with the elevation of our 
national life and the amelioration of our social con- 
ditions”. This is a truer statement now than ever 
before. As a professional person you will be looked 
up to by the laity. You will be expected to know 
about inadequate medical facilities in your com- 
munities and work to improve them. If you do not, 
it should be your duty to inform yourself. If the 
statesmen who make our laws are not informed 
about matters of health, it will be your responsibility 
to supply the right leaders in the governing bodies 
with this information. Follow the example of Ben- 
jamin Rush and “never be a passive participant in 
any cause” and, as he states, you “should disdain 
an ignoble silence upon public subjects.’ Also it 
will be your duty as a graduate nurse to know what 
the laws are affecting your work and medicine, to 
know what constitutes the legal government, to cast 
your vote for the electorate who uphold what you 
think is right, and to know the principles of our 
constitution under which we are governed. When 
you have followed the above suggestions and _per- 
haps many others not mentioned, you can then and 
only then consider that you are a good and loyal 
citizen. 

In conclusion, I wish to leave with you the two 
most important thoughts developed in this discus- 
sion: (1) Form early and live by a lofty and high 
ideal of nursing; and (2) Remember always you 
are a citizen of a state and accordingly have defi- 
nite responsibilities of citizenship to fulfill for our 
nation. Finally, I sincerely wish for each of you 
the greatest of success and satisfaction in your 
careers as nurses and hope in the years to come 
everyone of you will realize your ideals and am- 
bitions. 





MENTAL HYGIENE ACTIVITIES 
Growing Interest in Mental Hygiene 


There is a growing realization that all-out war 
calls for all-out effort to marshall all our national 
resources in order to win. As we read or listen to 


the many statements emphasizing this fact, our minds 


logically revolve around these aspects of “national 
resources” with which each of us is most familiar 
and about which we are most deeply concerned in 


normal times. The General thinks of military or- 
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ganization and equipment; the farmer thinks speci- 
ficially in terms of increased food production; the 
railroad man and the automotive manufacturer in 
terms of transportation facilities; the industrialist 
in terms of increased factory output; the statesman 
in terms of governmental organization and func- 
tion; the economist in terms of financial resources 
and their use; all of which is vitally important to 
the effort necessary to win. 

So, the physician, who normally thinks primarily 
in terms of human beings, their health or lack of 
health, their injuries and their diseases, logically at 
a time like this, experiences a tremendously intensi- 
fied concern for the conservation of human resources. 

Great advances have been made during the past 
century in knowledge of the normally functioning 
body—physiology, as well as in functioning of the 
body under abnormal conditions in one or more of its 
organs—pathology. 

Up to relatively recent years, however, this interest 
has been focused in the main on the physical, with 
individual health and public health evaluated in 
terms of physical hygiene. 

Now we find that from the viewpoint of the 
public health worker and from the viewpoint of the 
practitioner of medicine and surgery, as well as 
from the viewpoint of the psychiatrist, Mental Hy- 
giene is being more and more recognized as of funda- 
mental importance for the successful handling of 
many medical problems, especially when, as is so 
often true, there is a social or family background 
influencing the situation. 

Since nomenclature is important for full under- 
standing of a subject, it may be well to undertake 
here to define certain terms. 

What, then, is meant by the term “mental hy- 
giene”? It has been described as the medical branch 
of psychology and also as the psychological branch 
of preventive medicine. It concerns itself with 
ways and means, the processes leading to normal 
behavior or in other words to the normal response 
of the person to his environment—the world in 
which he “lives and moves and has his being”. 
Environment has its physical elements such as hous- 
ing, clothing, food, schools, playgrounds which are 
the concern of physical hygiene. Environment also 
has its mental, social and spiritual elements which 
are the business of mental hygiene which is closely 
related to religion. 
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The social elements involving other people as well 
as the individual himself are those to which the 
Person as a whole reacts in terms of behavior. 

The spiritual elements of the environment, so dif- 
ficult to define, must be considered as of supreme 
importance in the determination of human behavior 
and may be thought of under the term, ideals. 

While Mental Hygiene is still very young, it even 
now can offer enough for us to say that many break- 
downs, with consequent lapses in normal behavior, 
can be cured and that many can be prevented through 
the use of knowledge now at our command—knowl- 
edge which if rightly used may help to guide into 
right habits, normal adjustment to environment, to 
happiness and successful living. 

Conversely, failure to make use, consciously or 
unconsciously, of the principles of mental hygiene 
may lead to wrong habits and manifestations of the 
escape mechanism through insanity, drug addiction, 
alcoholism, suicide or a criminal career. 

So as we attempt to visualize the ideals toward 
which mental hygienists are looking, we may use 
the expression of a farseeing North Carolina psychia- 
trist who said, ‘The objective of Mental Hygiene 
is successful living”’. 

Mental Hygiene as a national movement had its 
beginning early in this century with the publica- 
tion of “A Mind That Found Itself” by Clifford 
Beers. Some practical outgrowths of this movement 
are: 

(1) Marked progress in understanding of men- 
tal health and mental illness, and improved facilities 
for the study, treatment and care of the mentally ill. 

(2) Efforts to prevent mental breakdowns. 

(3) A more hopeful attack on problems of men- 
tal defectiveness in the light of eugenics. 

(4) Child Guidance with a view of encouraging 
and promoting normal adjustments and the forma- 
tion of right habits of thinking and acting. 

Progress in the physical sciences—physics, chem- 
istry and engineering during the past century, has 
been asounding. ‘This knowledge has brought crea- 
ture comforts and luxuries hitherto unknown, yet 
has also increased a thousandfold man’s power to 
destroy his fellow man and the property belonging 
to him. 

Progress in the social sciences—psychology, socio- 
logy and the humanities—has been slow and ap- 
parently lags behind. Possibly this will always be 
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so. Perhaps at this time, our faith in the ultimate 
triumph of goods needs the reassurance to be brought 
to us by contemplation of Lowell’s inspired thought: 
“Right forever on the scaffold 
Wrong forever on the throne, 
Yet within that scaffold’s shadow 
Standeth God keeping watch above His own.” 

The physician especially trained in psychology 
and psychiatry is and must always be the main 
motivating force in the study and practice of men- 
tal hygiene. Yet, for the purpose of this discussion, 
I desire to point out that the family physician and 
particularly the pediatrician are finding that more 
and more must their interest extend to knowledge 
of the emotional and mental factors involved in 
many professional problems. 

Wise guidance for the individual child and also 
for his parents often calls for knowledge of this 
field, also for wisdom to understand and properly 
evaluate the given problem and to follow through in 
the measures indicated in situations often complex 
in nature. 

Furthermore, other individuals and agencies must 
from the nature of things be concerned with mental 
hygiene and its application to situations which are 
sociological as well as medical in nature. 

For example, our schools are more and more 
realizing the need of aid from the psychologist and 
the psychiatrist in solving problems of retardation; 
of certain defects, as in speaking and reading, and 
in abnormal behavior reactions. Definite informa- 
tion based on psychological tests as to a child’s edu- 
cational and occupational level of ability may be 
of tremendous value to the teacher and to the voca- 
tional councilor. 

Problems of school management (discipline) often 
arise because a boy having reached his highest 
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achievement level rebels often in exaggerated fashion 
against demands for achievements beyond his ability. 

Alcohol and drug addiction are sometimes the 
product of a psychopathological condition and fur- 
nish a means of escape from a situation which, to 
the individual, is intolerable. 

Courts, especially Juvenile and Domestic Relations 
Courts, frequently need the aid of information to 
be secured only through psychiatric study. It is 


encouraging to note a growing interest on the part 


of judges of such courts in securing this aid. 

As we consider then the possibilities for mental 
hygiene development and the growing interest on 
the part of physicians, parents, teachers, social work- 
ers and judges, may we not logically raise the ques- 
tion, how can an organized effort best be developed 
in Virginia to bring the benefits of mental hygiene 
work within reach of all sections of the state? 

Manifestly only the larger centers of population 
can be expected to maintain psychiatrists or mental 
hygiene clinics on a full time basis. It would there- 
fore appear that through cooperation of various state 
and local public health, medical, social and educa- 
tional organizations, a plan might be evolved for 
the organization of traveling clinics. 

In Danville, since 1935, we have had the benefit 
of monthly clinics conducted by Dr. David C. Wil- 
son of the University of Virginia. These clinics 
have been too infrequent and have had insufficient 
follow-up service, yet they have been well worth- 
while. We hope to have this service enlarged. 

Perhaps our Danville experience has also at least 
suggestive value to other localities. 

R. W. GarneEtTT, M.D., 
Director of Public Health, 
Danville, Virginia. 


CURRENT INFORMATION ON SYPHILIS 


Sponsored by 
THE COMMITTEE ON SYPHILIS CONTROL 
MEpDIcAL SOCIETY OF VIRGINIA 


Laboratory Diagnosis of Syphilis—Part I 
In 1905 Fritz Schaudinn discovered the causa- 
tive organism of syphilis, the treponema pallida, and 
in 1906 August Von Wassermann introduced the 
first serologic test for the diagnosis of the disease. 
Since that time we have used these two invaluable 


contributions to medical science as laboratory aids 
in establishing a diagnosis. 

The principle of darkfield examination has re- 
mained the same except for improved darkfield ap- 
paratus with which to make the examination. The 
original Wassermann, however, had undergone mod- 
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ifications by many workers constantly striving to 
improve the specificity and at the same time main- 
tain as nearly as possible 100 per cent sensitivity. 
Later, another type of serologic test was developed, 
known as the precipitation test and it had the ad- 
vantage of being less expensive and more simpli- 
fied. Examples of precipitation tests are: the 
Meinike, Muller clotting reaction, Kahn, Hinton, 
Kline, Eagle, etc. 

In as much as the blood does not become posi- 
tive until after the early part (two weeks or more) 
of the charicre stage, the serologic test does not serve 
us at this time when a diagnosis is of greatest ad- 
vantage. Thus, in order to make a diagnosis in 
the seronegative stage, a darkfield microscopic ex- 
amination is our only certain method, and it en- 
ables us to visualize the living spirochete, in the 
serum extracted from the local lesion. 

The effectiveness of treatment of early syphilis 
lies in the earliest possible diagnosis, followed by 
immediate and adequate treatment according to mod- 
ern methods. By early treatment we enhance the 
patient’s chance for cure, and from the public 
health point of view, remove a possible source of 
infection to others. 

Darkfield examination, while essential in pri- 
mary syphilis, is also of advantage in diagnosing 
secondary lesions. However, in this stage the se- 
rology is usually positive. 

It is regrettable that the original discovery of 
Schaudinn has not been carried to its logical out- 
come; namely, the development of some plan where- 
by darkfield examination may be made easily avail- 
able to all physicians. Today, to many physicians, 
syphilis is summed up and described in terms of a 
positive serologic test. How few know it in that 
far more significant phase, the seronegative, dark- 
field-positive syphilis of the first few days of the 
primary lesion. 

Darkfield examination requires special expen- 
sive apparatus and skilled technique. In the past 
it has been necessary to send the patient to the 
laboratory for the examination, a procedure which 
has greatly limited the use of this most valuable 
diagnostic aid. 

While admittedly the sending of a patient to the 
laboratory, permitting the collection and examina- 
tion of the specimen by trained personnel, is the 
most reliable procedure, the examination needs to 
be made available to physicians who cannot send 
patients to the laboratory. 


[ August 


Experiments were undertaken to determine how 
long spirochetes remain viable and retain their char- 
actristic movements and form in specimens taken 
from syphilitic lesions. 

In recent years Surgeons J. F. Mahoney and 
K. K. Bryant of the U. S. Public Health Service, 
experimented with specimens taken from scrotal 
chancres of animals and specimens from human 
syphilitic patients. The serum thus obtained was 
collected in capillary tubes and stored respectively 
in the refrigerator, at room temperature, and in the 
incubator. The specimens kept in the refrigerator 
and those at room temperature, demonstrated spiro- 
chetes of characteristic form and retained a degree 
of motility after 96 hours and over. Those kept 
in the incubator became rapidly overgrown with 
other organisms. Motility decreased with the passage 
of time. In one isolated case, motile organisms were 
found 13 days after the specimen was collected. 

In 1932 McNabb, Matthews, and McClure of 
the Division of Laboratories, Department of Health, 
Ontario, Canada, experimented to determine whether 
a darkfield examination carried out on chancre 
fluid, forwarded by mail, would prove reliable. Four 
clinics situated from 150 to 1,000 miles distant sent 
specimens for examination. Darkfield examination 
demonstrated characteristic form and motility in a 
total of 72.7 per cent positive results. They state 
this figure would have been much higher had not 
a number of specimens been submitted from non- 
syphilitic cases. 

The highest efficiency in the darkfield examina- 
tion occurs within the first two weeks of the pri- 
mary lesion. The shorter the duration of the lesion 
prior to examination, the more significant a negative 
finding; but no negative darkfield examination in 
and of itself, even if repeated (which it should be 
for 3 trials), fully eliminates syphilis from the diag- 
nosis. All negative darkfield examinations should be 
followed by serologic test once a week until the 
lesion is six weeks old, then every two weeks for 
three months. 

The Division of Venereal Disease Control of the 
Virginia State Department of Health gives this 
new laboratory service to physicians throughout the 
state; namely, the delayed darkfield examination. 
It is reasonably assured, from the experiments cited 
above and other studies, that if a ‘satisfactory speci- 
men is submitted to the laboratory, a proper dark- 
field examination can be made. Mailing containers 








1942] 


with the essential equipment will be furnished. The 
equipment will consist of three capillary tubes for 
fathering and holding the fluid, a vial containing a 
mixture of paraffin, vaseline, and beeswax for seal- 
ing the ends of the tubes and a glass tube for 
holding the capillary tubes. 

The greatest factor of uncertainty in such a plan 
lies in the possibility of carelessness in taking the 
specimen. While the method is comparatively sim- 
ple, it must be carried out with exactness and care. 

The pamphlet, “The Management of Syphilis in 
General Practice” issued by the U. S. Public Health 
Service, gives the following instructions for taking 
a specimen: 

“If the lesion is covered with a crust or scab, remove 


it. Then wash the lesion thoroughly with a gauze 
sponge wet with plain tap water (no soap) or normal 
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salt solution, to remove gross surface infection. This 
should be dried off and the surface of the lesion abraded 
with a dry sponge (gauze), sufficient to provoke slight 


bleeding and exudation of serum. As oozing occurs, 
gently wipe away the first few drops, especially if they 
contain blood, waiting for a drop of clear serum to 


appear. It is rarely necessary to squeeze the lesion.” 


The serum is collected in the capillary tube by 
holding the tube horizontally and touching one end 
to the exuded serum. All three tubes should be filled 
if possible. The ends of the tubes are then sealed 
by pressing them into the mixture of vaseline, bees- 
wax and paraffin. Keep in the refrigerator if pos- 
sible until the specimen can be mailed, which should 
be done as soon as possible. Notification of a 
positive darkfield examination will be made by 
telegraph where this will speed up the report. 


CASE REPORT OF MATERNAL DEATH 


MATERNAL HEALTH COMMITTEE 
MeEpDICAL SOCIETY OF VIRGINIA 


The patient was a twenty-six year old unmarried 
colored woman, who had an abortion at home dur- 
ing the third month of her pregnancy. She was 
not seen by a physician until three days later when 
she was found to be anemic and acutely ill. She 
was immediately referred to a hospital. 

At the time of admission to the hospital the tem- 
perature was 102, pulse 110, respirations 24. A 
small amount of vaginal bleeding was present at 
intervals and the lochia had a foul odor. Red 
blood count 1,510,000; hemoglobin 30 per cent; 
white blood count 12,950. Twelve hours after ad- 
mission a dilatation and curettage was done under 
general anesthesia. Two hours later a transfusion 
of 500 cc. of whole blood was given. Ergotrate tab- 
lets one three times daily and sulfathiazole gr. 15 
every four hours were prescribed. On the third 
postoperative day potassium permanganate douches 
were started and were given twice daily for five 
days. Another transfusion of 500 cc. was given on 
the ninth postoperative day. Venoclyses and panto- 
pon were given P.R.N. Two blood cultures were 
negative. The temperature continued to be septic 
in character varying from 103 to 105.4 degrees. 
She died on the twelfth postoperative day. Autopsy 
was not performed. 

DISCUSSION 


This has been classified as a preventable ob- 


stetrical death. The cause or causes of this abor- 
tion are of course unknown to the committee, but 
it is quite likely that they were entirely of a pre- 
ventable nature. Then after the abortion did oc- 
cur the patient failed to avail herself of any medi- 
cal attention until she was critically ill. In ad- 
dition, the treatment, which was instituted after ad- 
mission to the hospital, is hardly in line with the 
present ‘accepted methods of treatment for infected 
abortions. 

In the report of last month the dangers of opera- 
tive invasion of the infected uterus were discussed, 
and those same facts also apply to the manage- 
ment of infected abortions. This patient with a 
temperature of 102 was subjected to a curettage 
under general anesthesia approximately twelve hours 
after admission to the hospital. In spite of severe 
anemia from blood loss, only two transfusions were 
given. Douches were given twice daily for five 
days. While the douches may have done no harm, 
obviously they were of no help, while the curettage 
was probably conducive of considerable harm. The 
only justification for curettage of the infected uterus 
is alarming hemorrhage, and usually badly infected 
abortions do not have profuse bleeding. Frequent 
massive transfusions of whole blood, chemotherapy, 
and general supportive measures would have of- 
fered this individual a better chance of survival. 
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The Council 
Medical Society of Virginia 


A meeting of the Council of the Medical Society of 
Virginia was held in the Library of the Jefferson Hos- 
pital, Roanoke, Virginia, on June 29, 1942, at 3:45 P. M. 
Dr. J. M. Emmett, President-Elect, presided at this meet- 
ing, having been authorized to do so by Dr. Roshier 
Miller. The following members were present: 

Dr. J. M. Emmett, Clifton Forge. 

Dr. Julian L. Rawls, Norfolk. 

Dr. J. L. Hamner, Mannboro. 

Dr. W. C. Akers, Stuart. 

Dr. W. L. Powell, Roanoke. 

Dr. A. F. Robertson, Staunton. 

Dr. H. B. Mulholland, Charlottesville. 
Dr. C. B. Bowyer, Stonega. 

There was a discussion of the question of the letter 
sent out by Dr. Cole, Chairman of the Committee on 
Legislation relative to raising funds to finance the edu- 
cational program concerning proposed future legislation. 
Dr. Alex Robertson made a motion that a sufficient num- 
ber of mimeographed letters similar to the one which 


was sent to the Councilors be created and turned over 


. to these councilors to be used at their discretion in con- 


tacting the men in their communities. 
seconded by Dr. J. L. Hamner. It was then placed be- 
fore the body for discussion and disposal. 
was carried by a majority vote. 

It was suggested that the council thank Dr. Hugh H. 
Trout for his work and sacrifice as Chairman of the 
Procurement and Assignment Service. This was placed 
in the hands of Dr. J. M. Emmett who is to see that it 
is done. 


This motion was 


The motion 


There being no further business, the council adjourned 
at 4:15 P. M. 
Mary E. Eppy, 
Acting Secretary. 
Approved: 
J. M. EMMETT, 
President-Elect. 





Military Medicine 


Report of Tour by Recruiting Board of the 

Army and Navy. 

The State Chairman of the Procurement and As- 
signment Service for Virginia accompanied the rep- 
resentatives of the United States Army and Navy 
throughout a tour of the state and welcomes this 
opportunity to make a report to the members of the 
medical profession of Virginia. 

In each congressional district the councilor of the 
Medical Society of Virginia or his representative 
joined this group and accompanied them through- 
out his respective congressional district. In the 
Sixth Congressional District the State Chairman was 
not able to accompany this group, but Dr. W. L. 
Powell of Roanoke did make the trip throughout his 
entire district. The recommendations made by Dr. 
Powell after the tour of the Sixth Congressional Dis- 
tract were discussed with the State Chairman and 
met with his full approval. 

In this manner, every doctor within the State of 
Virginia was given an opportunity to express his 
views regarding his relationship to the civilian med- 
ical needs of his community as well as his own 
possible availability for military requirements. 

Every community was informed that the Procure- 


ment and Assignment Service had no authority and 
acted only in an advisory capacity to the Selective 
Service System. 

At the completion of the tour of each Congres- 
sional District, a conference was held to consider the 
availability of various doctors under forty-five years 
of age for military service as well as essential needs 
of each community. In order that such conferences 
might have the benefit of full information relative 
to the needs of various and different communities, 
frequently the heads of various industries, members 
of the various Selective Service Boards, etc., were 
consulted by the State Chairman, and this informa- 
tion was given to the group while considering the 
Often such 
information was first obtained by the various coun- 
cilors, before the arrival of the group in his district. 


various situations in each community. 


In some localities arrangements were started to- 
ward the replacement of younger doctors by older 
doctors who had physical conditions which would 
prevent them from serving in military service. This 
would release more doctors to meet the military needs 
and would do so without unduly upsetting the civil- 
ian communities. 

All health officers under the jurisdiction of the 
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State Health Commissioner were requested to re- 
main in their present positions. This group was 
further requested not to resign from the State Health 
Department, but, if they felt they must go into the 
military service, not to make any attempt to change 
their status until after consultation with Dr. Riggin. 
They were further informed that if they remained 
with the State Health Department their respective 
Selective Service Boards would be requested to con- 
sider them as essential for community needs. 

The same attitude was taken as regards those doc- 
tors associated with our four State Hospitals for the 
mentally sick as well as the two hospitals of the 
Veterans’ Administration. 

The fine spirit of co-operation exhibited by the 
medical profession, as well as by the laity, speaks 
well for the attitude of our citizens towards the 
present national emergency. This was especially 
true of our two medical schools and their associate 
hospitals. Had it been possible for every doctor in 
the State of Virginia to have been present at these 
two conferences with the representatives of our med- 
ical schools, your State Chairman of the Procure- 
ment and Assignment Service is certain they would 
share with him the pride in the patriotism of these 
two institutions. 

Everyone in this State can be assured that not only 
is the teaching of medicine in safe hands, but also 
by the example of these teachers, we need have no 
fears as regards the future attitude of the medical 
profession in their duty to their country. 

At both schools, we were fortunate to also have 
members of the Advisory Council of the Procure- 
ment and Assignment Service. At the University 
of Virginia, we had Dr. J. M. Emmett; and at the 
Medical College of Virginia, Drs. Roshier Miller 
and I. C. Riggin were present and were, of course, 
a great help. 

After conferences in each congressional district a 
notice was sent to each doctor who was considered 


available, as can be seen by the following notice. 


OFFICE OF THE CHAIRMAN 
PROCUREMENT AND ASSIGNMENT SERVICE 
STATE OF VIRGINIA 
, 1942 


From: The State Chairman of Virginia. 


To: Dr. 


The above-named candidate is available for Military 
Service. If not available at present, date of your avail- 
ability is , 1942. 


Remarks :_ 


HucuH H. Trout. 


DEAR Doctor: 

The above is the recommendation that was made by 
the Procurement and Assignment Service of Virginia, con- 
cerning your availability for Military Service. 

Of course, you realize that your final status rests with 
your Local Selective Service Board, if you are under 
forty-five years of age. 

If there is anything further this board can do for you. 
I trust you will not hesitate to call on us. 

Yours very truly, 
Hucu H. Trout, 
Chairman, Procurement and 


Assignment Service. 


It was. explained to all groups of doctors that 
only those who were under forty-five years of age, 
who the Procurement and Assignment Service con- 
sidered available, would be notified. It was further 
explained that the date of any doctor’s availability 
was his own individual problem and that if he was 
under forty-five years of age, the question of whether 
he was essential for civilian needs or not would be 
finally solved by his Local Selective Service Board 


if he waited until his registration number was called. 


It was further explained that if a doctor refused 
to accept a commission after it was offered him, his 
Local Selective Service Board could not reasonably 
be expected to consider any claims for exemption 
and further deferment on the grounds of depend- 
encies. 

In order that the doctors of Virginia might have 
no difficulty in discussing any affairs they think 
might be of aid in helping to solve the many different 
problems that now confront us all and which change 
from time to time, you will find below a list of the 
councilors and their representatives and the districts 


they represent: 


DIsTRICT COUNCILOR AND REPRESENTATIVES 


1 Dr. Griffin W. Holland, Eastville, Va. 
Accomac and Northampton Counties. 

Dr. Frank C, Pratt, Fredericksburg 
Spotsylvania, Caroline, Essex, Westmore- 
land, and Northumberland Counties. 

Dr. O. T. Amory, Newport News; Dr. W. O. 

Poindexter, Dr. H. D. Howe, Hampton 
York, Warwick, and Elizabeth City Counties 
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2. Dr. Julian L. Rawls, Norfolk 
Dr. J. M. Hutcheson, Richmond 
+ Dr. J. L. Hamner, Mannboro; 
Dr. W. B. McIlwaine, Petersburg 
5 Dr. W. C. Akers, Stuart 


Wythe, Grayson, Carroll, and Patrick Coun- 
ties 


Dr. Julian M. Robinson, Danville 


Franklin, Henry, Pittsylvania, Halifax, and 
Charlotte Counties 


6 Dr. W. L. Powell, Roanoke 

7 Dr. Alex F. Robertson, Staunton 

8 Dr. H. B. Mulholland, Charlottesville 
9 Dr. Claude B. Bowyer, Stonega 


Apvisory Boarp 
Dr. RosHier W. MILLER, President, 
Medical Society of Virginia 
Dr. J. M. Emmett, President-Elect, 
Medical Society of Virginia 
Dr. I. C. Ricci, 
State Health Commissioner 


All the councilors have advisors in the different 
parts of their districts. In those districts in which 
the names of the different representatives are not 
published, the district councilor’s residence is located 
where he can be personally contacted by any one de- 
siring to see him. 

While it is hoped that any one so desiring will 
first consult his nearest councilor or representative, 
still the services of your State Chairman will always 
be available to each doctor in Virginia. However, 
in most instances, the local representatives are in 
better positions to advise, for they know the local 
conditions. Also it is the policy of the State Chair- 
man never to give an opinion without first having 
the advice of the local representative. 

To appeal to political parties before consulting 
the State Chairman is equivalent to admitting that 
the doctors in Virginia are not capable of manag- 
ing their own affairs. Such an approach justifies 
the opinion of some politicians that doctors will 
have to have their affairs handled for them in the 
future by a paternalistic government. I am sure 
every doctor in the State of Virginia will agree with 
this stand. I want to take this occasion to assure 
each doctor in the State that if he thinks the Pro- 
curement and Assignment Service in Virginia has 
not made a correct suggestion in his case, his case 
also will be reviewed by those in charge of the 
Procurement and Assignment Service in Baltimore 
or Washington. 
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We heard some remarks about Virginia’s quota in 
comparison with other states. Such a comparison is 
actually none of our affair. A quota also necessarily 
changes with the size of the military services. Our 
chief job is to see that civilian needs are not made 
to suffer by the withdrawal of too many doctors. 
The Procurement and Assignment Service in Wash- 
ington can and will see that no one State will be 
allowed to compensate for the deficiency of another 
state. 

Since the quota is a variable factor and must be 
determined from time to time, we can only assure 
you that we will see that the needs of the armed 
forces are met without harming any community. 

It is the earnest desire of your Procurement and 
Assignment Service to see that too many doctors do 
not volunteer and insist on their commissions being 
accepted and demand that their clearance papers 
be marked “available for military service’. 

Recently the military services have been informed 
that they could not accept any doctor for service un- 
til his application had been marked “available” by 
the Procurement and Assignment Service. This will 
help us to protect the various communities through- 
out the state. 

Previously there have been instances where doc- 
tors insisted on going into the military service when 
the Procurement and Assignment Service thought 
they were “essential for community needs”. 

For Virginia to have such a low unfilled quota, 
eighty-six, as stated in the June 27, 1942, issue of 
the Journal of the American Medical Association, 
indicates that many doctors have previously entered 
the military services. 

During this tour it was arranged that news items 
and editorials were published explaining to the laity 
that if dectors were decreased in number in their 
communities, the laity should not make unnecessary 
calls on the remaining doctors’ time. It is hoped 
that each doctor will continue to educate his patients 
along these lines, but that he will do so in a sane 
manner so as not to cause hysteria. 

My sincere thanks go to Major Joseph M. Dixon, 
M. C., Major George D. Adamson, Major Douglas 
M. Hadley, and Sergeant Joseph A. Mitchell of the 
U. S. Army and to Lieut.-Comdr. J. F. Miller, Lt. 
Wellford C. Reed, and Ensign Roberts of the U. S. 
Navy for their careful and efficient work. Without 
them this survey could not have been made. Al- 
though their uniforms would naturally tend to give 
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a military atmosphere to any group, still their quiet 
gentlemanly personalities made all gatherings in- 
formal and effective. 

This Recruiting Board started with a list of the 
names of every doctor in the State of Virginia and 
the fact that every doctor was either seen personally 
or sufficient information obtained about him attests 
to the thoroughness with which this work was done. 

To the councilors and their respresentatives as 
well as to this Recruiting Board goes much credit 
for the 100 per cent successful contacts. However, 
the various local newspapers contributed much to 
this success. In many instances we were informed 
by doctors, especially those doctors whose names 
we did not have on our list, that some patients of 
theirs had seen the account in the newspapers and 
had asked them to be sure not to miss the same. 

In closing this report, I want to state my belief 
that no State Chairman of the Procurement and 
Assignment Service in the United States has had 
better co-operation from his advisors than I have 
had from our councilors and their representatives. 
They have worked hard and honestly and with an 
intelligent understanding of local needs and military 
necessities. This we all would expect from the men 
we have elected to represent our profession, especially 
in such a time as this in which we are now living. 

To each of them I extend my grateful thanks 
of appreciation. To the rest of our profession, I 
want to assure you we will continue to make our 
best efforts to see that there will be maintained a 
proper balance between civilian needs and military 
necessities. Such can only be done however with 
the hearty co-operation of every doctor in Virginia. 

Now, having seen and interviewed most of you 
personally, I want to tell you that I am prouder of 
our doctors than I have ever been and am more 
confident than ever that while we all do have our 
problems and will continue to have them in the 
future, the medical profession of Virginia can and 
will meet them in a sensible and sane manner. 

Hucu H. Trout, Chairman, 
Procurement and Assignment 


Service, State of Virginia. 


This report was read and approved by the Coun- 
cil of the Medical Society of Virginia, State Director 
of the Selective Service System, and Dr. Sam F. 
Seeley, Executive Officer of the Procurement and As- 
signment Service of the United States. 
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Public Health Statistics 


I. C. Riccin, M.D., 
State Health Commissioner of Virginia 


The report of the Bureau of Communicable Di- 
seases of the State Department of Health for June 
1942, compared with the same month in 1941, and 
for the period of January through June 1942, com- 
pared with the same period in 1941 follows: 

Jan.- Jan.- 
June June June June 
1942 1941 1942 1941 


Typhoid and Paratyphoid Fever. 14 13 75 71 
Diarrhea and Dysentery 409 394 913 669 
Measles Am 345 2,809 4,629 32,554 
Scarlet Fever 50 47 709 882 
Diphtheria 14 29 214 213 
Poliomyelitis 3 2 9 12 
Meningitis 15 8 109 65 
Undulant Fever + 1 13 7 
Rocky Mountain Spotted Fever 11 1 14 9 
Tularaemia : 1 0 23 19 


PRESENT MATERNAL MORTALITY IN THE STATE 

The participation of women in industry, the war- 
created upsetting of family routines, and the neces- 
sary withdrawal of many physicians from civilian 
practice may increase to some extent the hazards 
of child-bearing. 

Mortality associated with childbirth in Virginia 
has shown gratifying decreases within the past tive 
years. The rate, however, is still far too high. Last 
year in the State, 229 mothers lost their lives from 
maternal causes, or about four in every 1,000 live 
births. In 1936, 296 mothers, approximately six 
in every 1,000 live births, succumbed. Among the 
colored race in 1941, the rate of 6.6 per 1,000 was 
more than twice as great as the white race of 2.9. 

Contrary to the opinion that maternal deaths do 
not occur in significant numbers among the young, 
12 per cent of deaths from all causes among females 
of ages 15 to 19 years in the State last year were 
due to this cause. Fifteen per cent of all deaths 
among women between 20 and 24 years were ma- 
ternal. 

As might be expected, the years of lowest puer- 
peral mortality had the highest proportion of births 
attended by physicians. During the past five years, 
with a yearly average of 264 maternal deaths, 75 
per cent of births were attended by physicians. For 
the previous five-year period, with an average of 
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327 maternal deaths, 70 per cent of births showed 
medical attendance. 

The part played by prenatal care in the reduction 
of maternal mortality cannot be overemphasized. 
Physicians have expressed the opinion that the 
proper care of mothers before, during, and after 
the birth of their babies would be a factor in re- 
ducing further the number of maternal deaths. 

There has been an increased tendency on the part 
of the physician to insist that the patient have ade- 
quate care during the prenatal period as well as a 
readier acquiescence to this proposal on the part of 
the patient. . Formerly, prenatal! care was sought 
when there was a definite complaint often not re- 
lated ta the pregnancy. In addition, there has been 
improvement in care at the time of delivery as is 


evidenced by the larger number of babies being 


born in hospitals and births attended by physicians 
in the home. Often after-care of patients has been 
neglected because it was thought by many that 
when the delivery was complete further care was of 
little importance. Many patients now are realizing 
the importance of after-care and are returning to 
their physicians for that purpose. The sustained ef- 
forts of physicians and public health personnel have 
been responsible for much of this improvement. 

The continuation of the downward trend from 
this cause of death in Virginia is of special signifi- 
cance in view of the present war situation in or- 
der that the gains of the past few years may be 
maintained in the immediate future. 





Book Announcements 





Books received for review are promptly acknowl- 
edged in this column. In most cases, reviews. will 
be published shortly after the acknowledgment of 
receipt. However we assume no obligation in re- 
turn for the courtesy of those sending us the same. 


Heredity, Food, and Environment in the Nutrition 
of Infants and Children. By GEORGE DOW 
SCOTT, A.B., B.S., M.D. Consulting Pediatrician 
to the Lutheran Hospital, New York City, and to 
the Nassau Hospital, Mineola, L. I, N. Y.; ete. 
Boston. Chapman and Grimes. 1942. xvii-778 
pages. Cloth. Price $5.00. 


War Gases. Their Identification and Decontamina- 
tion. By MORRIS B. JACOBS, Ph.D., Food, Drug 
and Insecticide Adm., U. S. Dept. of Agriculture, 
1927; Chemist, Department of Health, City of New 
York, 1928; etc. Interscience Publishers, Inc. New 
York, N. Y. 1942. xiii-180 pages. Cloth. Price 
$3.00. 


[ August 


The Management of Fractures, Dislocations, and 
Sprains. By JOHN ALBERT KEY, B.S., M.D., St. 
Louis, Clinical Professor of Orthopedic Surgery, 
Washington University School of Medicine; Asso- 
ciate Surgeon, Barnes, Children’s and Jewish 
Hospitals. And H. EARLE CROMWELL, M.D., 
F.A.C.S., Birmingham, Ala., Orthopedic Surgeon to 
the Tennessee Coal, Iron and Railroad Company 
and the Orthopedic and Traumatic Services of the 
Employees’ Hospital and to the American Cast 
Iron Pipe Company; Chairman of the Committee 
on Fractures and Traumatic Surgery of the 
American Academy of Orthopedic Surgeons; etc. 
Third Edition. St. Louis. The C. V. Mosby Com- 
pany. 1942. 1303 pages. Illustrated. Cloth. Price 
$12.50. 


The Eye Manifestations of Internal Diseases. By 
I. S. TASSMAN, M.D., Associate Professor of 
Ophthalmology, Graduate School of Medicine, Uni- 
versity of Pennsylvania; Attending Surgeon, Wills 
Hospital, Philadelphia. St. Louis. The C. V. Mosby 
Company. 1942. Octavo of 542 pages. With 201 
illustrations including 19 in color. Cloth. 


Blood Grouping Technic. A Manual for Clinicians, 
Serologists, Anthropologists, and Students of Legal 
and Military Medicine. By FRITZ SCHIFF, M.D., 
Late Chief of the Department of Bacteriology, Beth 
Israel Hospital, New York, N. Y. And WILLIAM 
C. BOYD, Ph.D., Associate Professor of B’ochem- 
istry, Boston University, School of Medicine; ete. 
1942. Interscience Publishers, Inc. New York. 
xiv-248 pages. Illustrated. Cloth. Price $5.00. 


Chemistry and Physiology of the Vitamins. By H. R. 
ROSENBERG, Sc.D. 1942. Interscience Pub- 
lishers, Inc., New York, N. Y. xix-674 pages. Cloth. 
Price $12.00. 


This book, written by a man who has worked with 
Ruzicka and is now with the Du Pont Jackson 
Laboratory, is in my opinion, the best publication 
on the vitamins which has yet appeared. Following 
a general discussion of the history and nomenclature 
of the vitamins, he discusses each one individually 
under such headings as Occurrence Properties, 
Methods of Isolation, Chemical Constitution, Syn- 
thesis, Industrial Preparation, Biogenesis, Assays, 
Physiology and Pathology. The book is extraordi- 
narily complete in spite of its apparently short dis- 
cussion of each of the above points. It is doubtful 
that the average clinician would need such a com- 
plete work, but it is essential for teachers, research 
workers, and the industry. An interesting feature is 
the long list of patents granted for methods of vita- 
min extraction. The only slip I was able to find 
was one page 13: “. . . . the compound which pre- 
vents permeability of cells is ‘vitamin P’.’’ Insertion 
of the word excessive would be of benefit. 

The author is to be complimented on having so 
ably handled an extremely difficult subject in such 
a brief and thoroughly readable form. 

R. 5. 2. 
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Editorials 


War Brooks No Delay 


HE report of the State Chairman of the Committee on the Procurement and As- 

signment Service for Virignia is printed elsewhere in this issue of the MONTHLY. 
It clearly reveals the vigor and dispatch with which the committee has addressed 
itself to its task of touring the state to appraise local conditions and to bring home 
to eligible and available physicians the need for their immediate application for 
commissions in the medical corps of the armed services. We congratulate the chair- 
man, Dr. Hugh Trout, and his committee. 

It is perhaps not surprising that there has been some undercurrent of criticism aris- 
ing in the wake of an undertaking prosecuted so rapidly and so thoroughly as has 
been this one. The civil population of the state fears it has been depleted of essential 
medical services. Private citizens are wondering what is to become of them in the 
event of another epidemic comparable to that of 1918. It is true that the teaching 
staffs in our medical colleges have been heavily drawn upon. What is to become 
of medical education in the state? One answer to these manifestations of anxiety 
is the fact that aside from those already in the reserve corps, less than 300 Virginia 
ductors have joined the armed forces to date, a little more than one out of every 
ten physicians. 

Another criticism is based on Paul V. McNutt’s prepared statement that appeared 
in the June 25th issue of the J.A.M.A. Here it was said that 

We need more than twenty thousand additional physicians by the end of this year. 
But eight states—New York, Illinois, California, Pennsylvania, Massachusetts, New 
Jersey, Michigan and Ohio—should account for nearly sixteen thousand of that shortage. 

By contrast, sixteen states have fewer than a hundred physicians to go to reach the 
total number they should supply. In order not to depiete unduly available medical 


service in those areas, we are asking that the Medical Officers Recruiting Boards be 
withdrawn and that further enlistments from those areas be then discouraged except 
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in the case of the men under 37 in the urban areas. Those states are Alabama, Arizona, 
Delaware, Idaho, Louisiana, Mississippi, Montana, Nevada, New Mexico, North Dakota, 

South Carolina, South Dakota, Utah, Vermont, Wyoming and Virginia. 
If Virginia has done so well, why, ask the critics, was there such a hue and cry, such 
a loud beating of the bushes for more physicians in Virginia to volunteer? The 
answer is that when we say that Virginia’s quota is almost complete we are speaking 
of the present. Twenty thousand doctors are needed for the armed services by January 
1, 1943, but before another twelve months have passed, the call for an additional 
20,000 may be raised. Then Virginia must again respond with promptitude and 
vigor. The work done by the Committee on Procurement and Assignment will make 
us better informed and ready and able to respond again to the country’s needs in the 


most intelligent way. 


The White Coat 

ERE is a doctor who disdains the white coat. He hates it. He tells himselt 

it is puerile. He thinks of it as the vestment of a dozen callings less honorable 
than his own. He regards the mind that sanctions it as the victim of a sort of ex- 
hibitionism that he cannot abide. He holds that the physician, his title won by years 
of hard work, approved and guaranteed by the legal statutes of his state, needs no 
such trapping to help him impress the public. You will never find this doctor wear- 
ing a white coat in his office. If you did the sky would fall. 

What does the white coat connote? Is there a philosophy, a psychology, an economy, 
of white coats? There are doctors who wear them and doctors who refuse to wear 
them. Why such a violent difference of opinion on such a simple matter ? 

We might begin this serious investigation by asking ourselves how the custom of 
the doctor’s wearing the white coat came about. Does it stem from his habit, all down 
through the centuries, of dressing in a manner distinctive of his profession? Does it 
have any relation to the long robe and the short robe that he wore in the Middle Ages? 
The present generation of physicians is probably the only generation that has eschewed 
a distinctive dress on public appearance. Who can tell a physician today from any 
other honest citizen on the street? Only a canny Sherlock Holmes with an uncanny 
eve for the most minute details. This was not true a generation ago. Then the 
physician’s high hat and cutaway coat made him easily recognized by everyone. 

We know very well when the vogue for white was started. When the Nightingale 
nurses rustled on to the stage with their emphasis on neatness, cleanliness and 
decorum, when Lister and Pasteur made operating rooms the clean, germ-proof work- 
shops of surgery, when hospitals began to look spick and span and to pride themselves 
on appearance, washable, sterilizable, white clothes became necessary. Orderlies. 
nurses, internes and surgeons in the operating room donned white attire. When 
Lister’s ideas finally filtered through to the public, and sanitation became a word the 
man on the street could understand, white was adopted as the emblem of the germless 
state. Barbers, butchers, hairdressers, dentists, druggists, even street cleaners, joined 
the army of white knights laboring to usher in a spotless world. 

In hospitals white clothes became the symbol of aseptic medicine. White clothes 
became a uniform, a part of the hospital’s esprit de corps. The fledgling physician 
found to his delight that his white clothes kept him from being confused with his 
patients’ visitors. They achieved for him a certain respect that his youth, unaided, 
could not command. After two years of serving as a man in white, he usually sheds 
his white with a feeling of relief. He has outgrown the necessity of having to main- 
tain his position by an external sign. He has come to realize that a physician should 
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try to make his way by what he is and not by what he seems to be or by what other 
people think he is. 

But a strange thing happens. Before he knows it he is back again in white. If 
he becomes a surgeon he gets so busy that he forgets, or does not have the time, to 
exchange his operating gown for his plain clothes, and finds himself making his rounds 
If he 


becomes a full time professor and is a researcher in the laboratory, he wears again 


dressed in the same white gown in which he appeared in the operating room. 


a white coat to protect himself against blood, acids and other noxious substances. 
When the time comes to make his ward rounds, he, like the surgeon forgets to remove 
his work coat and discovers by chance the rarified atmosphere he creates, and the 
white coat becomes a matter of choice. If he becomes the less spectacular general 
practitioner and visits the hospital, he meets the surgeon and the professor in the 
corridor and thinks: “These birds with their flock of internes and nurses following 
in their train look pretty grand in their white coats’’, and so, not to be outdone by the 


gentlemen of the scalpel and the gentlemen of the stethoscope, the archangels of the 





profession, he returns to his little office with a new resolve. He is determined to 


bring glamor and drama into his quiet regime. 


He orders a change of white coats 


and is as punctilious in wearing them when about his business as any butcher, barber 


or bar tender of his acquaintance. 


Perhaps the fashion has come to stay, for there are certain advantages accruing to it. 


It is a little like the carpenter’s wearing overalls, the cook’s wearing an apron—a 


matter of protection from wear and soil. 


It may be cool, and it makes a man feel 


professional, if it doesn’t make him feel a fool. 


The Roanoke Meeting. 

Plans are shaping up nicely for the Roanoke 
meeting of the Medical Society of Virginia, October 
5-7, and in the next issue of the MONTHLY, there 
will be the preliminary program. 

Have you made your hotel reservations for this 
meeting—if not, the names of hotels and their rates 
were published in the April issue. Look them up to- 


day and make your reservation at once! 


It is realized that doctors will be unusually busy 
for sometime but it is believed that a couple of days 
of relaxation and meeting old friends will better fit 


you for the days to come. 


The Southwestern Virginia Medical Society 

Is to hold its next meeting in Radford, Thursday, 
September 3, with headquarters at the Governor 
Tyler Hotel. 
new officers will be elected. 
W. C. Caudill of Pearisburg and the secretary Dr. 
David B. Stuart of Roanoke. 


This is to be the annual meeting and 


The President is Dr. 


Piedmont Medical Society. 
At a recent meeting of this Society, Dr. Percy 
Harris, Scottsville, was made president, and Dr. 


E. D. Davis, Crozet, secretary. 


Doctor Promoted in the Service. 

Dr. Walter E. Vermilya of Clifton Forge, who 
has been on active duty in the army since March, 
1941, has recently been promoted from the rank of 
captain to that of major in the Army Medical Corps. 
At last report he was in the British West Indies. 


The American Physicians’ Art Association 
Held its fifth annual exhibition at the time of 
the meeting of the American Medical Association 
in Atlantic City, June 8-12. There were 350 original 
art works, and seventy-three prizes were awarded, 
QO. Fitzgerald, Richmond, 


The esti- 


including one to Dr. J. 
for his photograph of “Three Jonquils”’. 
mated attendance at this exhibition was 15,000 and 
it was proclaimed the most attractive of the entire 


convention. 
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Dr. Edward M. Holmes, Jr., 

For the past several years director of the division 
of venereal disease control of the State Department 
of Health, has received a commission as Captain in 
the Medical Corps of the U. S. Army and been as- 
signed as veneral disease control officer at Randolph 
Field in Texas. 

Dr. W. E. Baker, who has been assistant to Dr. 
Holmes for the last several months, will take over 
his work for the duration of the war. 


Dr. Hugh C. Henry, 

Richmond, director of State hospitals, has been 
appointed by Governor Darden as Commissioner of 
Mental Hygiene and Hospitals of Virginia. 


Dr. C. W. Rodgers, 

Formerly of Staunton, is now associated with 
Drs. W. Clyde West and J. C. McCluer at 520 
Prince Street, Alexandria. 


Dr. E. G. Gill 

Was recently elected a member of the Board of 
Trustees of the Roanoke City Library. He is also 
chairman of the Advisory Board of Health of the 
City of Roanoke. 


Married. 

Lt. Joseph Lee Mann. MC., and Miss Nan West 
Phillips, Hampton, June 19. Dr. Mann practiced 
at Hampton before entering the Service but is now 
stationed at Carlstrom Field, Arcadia, Fla. He is a 
graduate of the University of Virginia in 1938. 

Dr. Gray C. Hughes, Martinsville, and Miss 
Meta Inman, Kingstree, S C., June 6. Dr. Hughes 
is a graduate of the Medical College of Virginia, 
class of 1934. 

Dr. Thomas Paul O’Brien, Benwood, W. Va., 
and Miss Jacqueline Weeks, Crewe, July 13. Dr. 
O’Brien graduated from the Medical College of 
Virginia in 1941. 

Dr. Joseph Lawson Platt, Emory, and Miss Louise 
Amonette Davis, Lynchburg, June 27. Dr. Platt 
received his medical degree from the University of 
Virginia in 1941. 

Lt. Phillip Cocke Trout, MC., and Miss Bettie 
Ruth Reynolds, Shawsville, July 1. Dr. Trout is a 
son of Dr. Hugh H. Trout, Roanoke. 

Dr. M. H. McClintic, Roanoke, and Miss Kathryn 
Meador, Bedford, June 20. Dr. McClintic 
graduate of the Medical College of Virginia in 1933. 


is a 
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Dr. Charles Edward McKeown, Richmond, and 
Miss Margaret Parker, Alexandria, July 3. Dr. 
McKeown is a graduate of the University of Wis- 
consin and is serving an internship at the Medical 
College of Virginia hospitals. 

Dr. William Elgin Harman, Floyd, and Miss 
Elizabeth Jane Hivick, Harrisonburg, December 20, 
1941. Dr. Harman received his medical degree from 
the University of Virginia in the °42 class. 


The Tidewater Victory Memorial Hospital, 

Near Norfolk, has been taken over as a State in- 
stitution. This tuberculosis sanatorium was com- 
pleted five years ago and has been operated with 
funds raised for the most part from private citizens. 


Colonel Daniel Parker Card, 

U. S. Army, Medical Corps, retired, has been 
appointed post surgeon of V. M. I., replacing Dr. 
Hunter McClung, Jr., who is in active service with 
the Army Medical Corps. 


Dr. F. B. Zimmerman 

Recently completed a residency at the Gill Memo- 
rial Eye, Ear and Throat Hospital, Roanoke, and 
is now resident at the General Hospital, Louis- 


ville, Ky. 


Dr. Albert G. Schnurman, 
Recently of Radiord, is now located for practice 
in the Shenandoah Life Building, Roanoke. 


The American Congress of Physical Therapy 

Will hold its 21st annual scientific and clinical 
session September 9-12 at the Hotel William Penn, 
Pittsburgh. All sessions will be open to the mem- 
bers of the regular medical profession and_ their 
qualified aids. For information, address. the Amer- 
ican Congress of Physical Therapy, 30 North Michi- 
gan Avenue, Chicago, Ilinois. 


Dr. Percy G. Hamlin 

Has been promoted to the grade of Lieutenant- 
Colonel in the Medical Corps of the U. S. Army and 
is now located at Camp Ritchie, Maryland. He has 
been on duty at the Hoff General Hospital, Santa 
Barbara, California, as chief of the neuropsychiatric 
section for the past fourteen months. Dr. Hamlin is 
a graduate of the Medical College of Virginia and 
for a number of years practiced in Virginia. 


Dr. Glenn H. Baird, 
Assistant Surgeon, U.S P.H.S., has been assigned 
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to serve as venereal disease control officer of Rich- 


mond and has already assumed his duties. 


Dr. Elizabeth M. Cover 

Has located at Luray where she will be engaged 
in general practice and surgery. She received her 
medical degree from the University of Virginia in 
1937 and completed her training at the Woman’s 
Hospital of Philadelphia and the Graduate School 


of the University of Pennsylvania. 
Dr. S. C. Cox, 


Kerr, N. C., 
Corps with the 1326th Service Unit, Station Hos- 


is now a Captain in the Medical 
pital, Camp Lee. He is a graduate of the Medical 
College of Virginia in 1934. 


Dr. William L. Taliaferro, 

Norfolk, has recently been promoted to the rank 
of Captain and is now located with the 51st Medical 
Battalion, Camp Blanding, Fla. 


The American Gynecological Society 

Held its annual meeting of Skytop Lodge in the 
Pocono Mountains of Pennsylvania in June, just 
following the American Medical Association meet- 
ing, under the presidency of Dr. William C. Dan- 
forth of Evanston, Il]. Dr. George W. Kosmak of 
New York City was elected president for the com- 
ing year, and Dr. Howard Taylor, Jr., of New York 
and Dr. Philip Williams of Philadelphia were re- 


elected secretary and treasurer, respectively. 


Army Hospital at Staunton. 

‘It has been announced that the 1,000 bed Army 
General ‘Hospital to be erected east of Staunton will 
have the name of Woodrow Wilson who was a native 
of that city. The hospital will consist of approxi- 
mately 100 buildings and the mapping of plans for 


the layout has been under way for some time. 


Columbia University, 

New York City, announces that beginning Sep- 
tember a program of professional studies for the 
training of physical therapy technicians will be 
offered. This training and instruction will extend 
over a two-year period and has been organized in 
compliance with the requirements set down for such 
programs by the Council on Medical Education 
and Hospitals of the A. M. A. 


obtained by writing the Office of the Committee on 


Information may be 


Physical Therapy, Room 303B, School of Business, 
Columbia University, New York City. 


VirGINIA MEpIcAL MoNnTHLY 469 


The American College of Physicians 

Has announced its 27th annual session to be held 
in Philadelphia, April 13-16, 1943. 
Paullin, Atlanta, as President of the College, will 


Dr. James E. 


have charge of the program of general sessions and 
lectures, and Dr. George Morris Piersol, Philadel- 
phia, general chairman, will be responsible for the 
program of hospital clinics, panel discussions, local 
Mr. E. R. Love- 


land, Philadelphia, is executive secretary of the 


arrangements, entertainment, etc. 


College. 


The Leslie Dana Gold Medal, 

Awarded annually for outstanding achievements 
in the prevention of blindness and the conservation 
of vision, will be presented this year to Lewis H. 
Carris, Director Emeritus of the National Society 
for the Prevention of Blindness. He was for two 
decades managing director of the Society, having 
retired in 1939. 


Deaths of Doctors in 1941. 

The average age at death of physicians in the 
United States in 1941 was 65.9 as compared with 
66.3 in the previous year. Last year there were 3,527 
obituaries published in the Journal of the American 
Medical Association of June 13. Heart disease was 
again the leading cause of death. There were 152 
accidental deaths, 83 of these being from automobile 
accidents. Suicides accounted for 67 deaths. 


New Books. 

The following are recent acquisitions to the Li- 
brary of the Medical College of Virginia and are 
available to our readers, the only cost being return 
postage: 

Barker, L. F.—Time and the physician; autobiography 
of L. F. Barker. 


Briggs, L. V—Smoke abatement. 
Chadwick, H. D.—The modern attack on tuberculosis. 


Davis, L.—Principles of neurological surgery. 

Howe, H. A.—Neural mechanisms in poliomyelitis. 

Jolly, D. W.—Field survery in total war. 

Kardiner, A.—The traumatic neuroses of war. 

Kovacs, R.—Electrotherapy and light therapy. 

Kuntz, A.—The autonomic nervous system. 

Lanza and Goldberg—Industrial hygiene. 

Macy, I. G.—Nutrition and chemical growth in childhood. 

New York Academy of Medicine—Preventive medicine in 
modern practice. 

Newman, H. W.—Acute alcoholic intoxication. 

Nyswander, D. B.—Solving school health problems. 

Prentiss, A. M.—Chemicals in war. 

Pseudo-Isochromatic plates for testing color perception. 
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Raney, R. B.—A primer on the prevention of deformity 
in childhood. 

Steinbrocker, O.—Arthritis in modern practice. 

Thompson, C. J. S—The history and evolution of sur- 
gical instruments. 

Thorndike, A., Jr.—A manual of bandaging, strapping 
and splinting. 

University of Wisconsin—A symposium on respiratory 
enzymes. 

van Liere, E. J.—Anoxia, its effect on the body. 


Diathermy Apparatus Should Be Registered. 

If you have any diathermy apparatus and have 
not registered it with the government this should be 
done at once. The F.B.I. has demanded this regis- 
tration because these machines can be converted into 
short-wave transmitters and some of them have 
actually been used to transmit signals to the enemy. 
Forms for this registration may be obtained from 
the Federal Communications Commission, Wash- 
ington, D. C. 


Wanted. 

Would appreciate knowledge of a location in Vir- 
ginia where a physician is needed. Prefer northern 
or Shenandoah Valley sections of State but would 
consider other places. Previous practice in Virginia, 
white, age 61, Protestant, capable and well qualified. 
Recommendations in both Massachusetts and Vir- 
ginia. Address C. W. Robertson, M.D., Montague, 
Massachusetts. (Aidv.) 


For Sale— 

Truvision Stereoscope made by General Electric, 
mounted on adjustable floor stand, complete with 
125 volt rheostat. In use three vears; excellent con- 
dition. Price $195.00 f.o.b. Radford, Virginia. 
James P. King, M.D., Radford, Va. ( Adv.) 
For Sale. 

Complete set of Tice’s Practice of Medicine, kept 
up to present date; Boehm’s electric combination 
stethoscope and tongue depressor; McCaskey book- 
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keeping system; and several other miscellaneous in- 
Owner deceased. 
Address “Instruments”, care the VIRGINIA MEDICAL 
MONTHLY. ( Adv.) 


struments. Prices reasonable. 





Obituaries 


Dr. Marvin Everette Nuckols, 

Prominent Richmond physician, died July 21st 
following a long illness. He was sixty-five years of 
age and graduated from the former University Col- 
lege of Medicine, Richmond, in 1897. Dr. Nuckols 
had practiced in Richmond since his graduation and 
at one time served as associate professor of surgery 
at the Medical College of Virginia. He was a Mason 
and held membership in many fraternal and social 
organizations. Dr. Nuckols joined the Medical So- 
ciety of Virginia in 1898. Two sons survive him. 


Dr. Arthur Blackwell Cosby, 

Big Island, died June 26th, at the age of seventy. 
He was a graduate of the Medical College of Vir- 
ginia in 1895 and practiced in Richmond for more 
than twenty years before locating at Big Island. Dr. 
Cosby was a member of the Medical Society of Vir- 


ginia. His wife and three children survive him. 


Dr. William McCully James, 

An authority on tropical diseases and a pioneer 
physician to Panama, died in the Canal Zone on 
July 10th. 


two years of age. 


He was a native of Richmond and sixty- 
Dr. James graduated in medicine 
from the University of Virginia in 1906. 
Dr. John R. Shannon, 

Well known ophthalmologist, died at his home 


in Richmond on July 4th. 
years of age and practiced in New York City until 


He was seventy-eight 


his retirement several years ago. 
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THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 


(Organized 1881) 


(The Pioneer Post-Graduate Medical Institution of America) 





PHYSICAL THERAPY ;} ROENTGENOLOGY 
- : a A comprehensive review of the physics and highe 
Didactic lectures and active clinical ap- mathematics involved, film interpretation, all pre 
: : . ard general roentgen diagnostic procedures, methods 
plication of all present day methods of of application and doses of radiation therapy, both 
physical therapy in internal medicine, Sone ae “© standard ond special fluoroscopic 
‘ procedures. review of dermatological lesions 
general and traumatic surgery, gyne- and tamers susceptible to roentgen therapy is given, 
colo urolo dermatolo neurolo together with methods and dosage calculation of 
By, S By, . BY, . By treatments. Special attention is given to the 
and pediatrics. Special demonstrations in newer diagnostic methods associated with the em- 
7 ° P ployment of contrast media, such as bronchograph 
minor electro-surgery, electrodiagnosis, with Lipiodol, uterosalpingography, Venslinaiion 
fever therapy, hydrotherapy inciuding of — ——. a. insufflation = 
e e myelograpny. iscussions covering roentgen e- 
colonic therapy, light therapy. $ partmental management are also included. 


For Information Address 


MEDICAL EXECUTIVE OFFICER, 345 West 50th Street, New York City 
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PRESCRIPTION 











GRADUATE SCHOOL OF MEDICINE 
(IN AFFILIATION WITH COOK COUNTY HOSPITAL) FOR LIQUID EXTRACT 


, Incorporated not for profit 


ANNOUNCES CONTINUOUS COURSES OF LIVER 
SURGERY—Two weeks Intensive Course in Surgical 
Technique with practice on living tissue, every two 
weeks throughout the year. General Courses One, Two, 
Three and Six Months; Clinical Courses; Special 
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Address—Registrar, 427 S. Honore Street, 
\ CHICAGO, ILLINOIS J 


or U.S.P. VALENTINE 
MEDICINE—Two Weeks Intensive Course will be offered iat aad P 
starting October 5th. Two Weeks Course in Gastro- - " 
Enterology will be offered starting October 19th. MEA NS e 
One Month Course in Electrocardiography and Heart 
Disease every month except August and December. 


FRACTURES & TRAUMATIC SURGERY—Two Weeks 8 ounces of 
Intensive Course will be offered starting September 
21st. Informal course available every week. A Whole Liver Extract 


GYNECOLOGY—Two Weeks Intensive Course will be of- 
fered starting October 5th. Clinical and Diagnostic 





Courses every week. Manufactured by the aqueous process 
OBSTETRICS—Two Weeks Intensive Course will be of- 
fered starting September 2lst. Informal Course Retaining the Cohn-Minot fraction 





every week. 

OTOLARYNGOLOGY—Two Weeks Intensive Course will 
be offered starting September 14th. Clinical and 
Special Courses every week. 


The Whipple fraction 


OPHTHALMOLOGY—Two Weeks Intensive Course will 5 mg. of riboflavin per fl. oz. 
be offered starting September 28th. Five Weeks 
Course in Refraction Methods starting October 19th. Concentrated and 


Informal Course every week. 
ROENTGENOLOGY Courses in X-ray Interpretation, : 
Fluoroscopy, Deep X-ray Therapy every week. Economical. 
GENERAL, INTENSIVE AND SPECIAL COURSES IN 
ALL BRANCHES OF MEDICINE, SURGERY AND | 
THE SPECIALTIES. | 
TEACHING FACULTY-—ATTENDING STAFF OF THE 

COOK COUNTY HOSPITAL 





VALENTINE CO., INC. 
RICHMOND, VIRGINIA 
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